FEBRUARY, 1922 


Che Conadion 


Medical Association 


THE OFFICIAL ORGAN OF 


THE CANADIAN MEDICAL ASSOCIATION 


AND ITS AFFILIATED PROVINCIAL MEDICAL ASSOCIATIONS 


PUBLISHED MONTHLY BY 


THE CANADIAN MEDICAL ASSOCIATION, 836 UNIVERSITY STREET, MONTREAL 


ANNUAL MEETING 
WINNIPEG 
JUNE 20th to 23rd, 1922 


ONE DOLLAR THE COPY TEN DOLLARS THE YEAR 





CRITICAL AGH 


The menopause is not due simply to insufficiency of the genital 
glands but is the expression of an “endocrine crisis” complex, va- 
rying in different persons, of which the said insufficiency of the 
genital glands is the central factor but, with it, other glandular 


disturbances play an essential part.—Maranon. 


The menopause, therefore, 
is a functional plurigland- 
ular derangement and is 
best treated by plurigland- 
ular therapy. 


In hypotensive cases use 


Hormotone 


and in high blood pressure 
cases 


Hormotone Without 
Post-Pituitary 
Dose:—One or two tab- 
lets three times daily be- 
fore meals. 


G. W. CARNRICK CO. 


Canal and Sullivan Sts. New York, N. Y. 
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THE OUTLOOK IN SURGERY* 


GrorGE E. Armstronec, C.M.G., M.D., LL.D (Queens), D.Se. (Liverpool), F.A.C.S. 


URGERY has advanced through the ages step 
by step, as new discoveries were made in the 
ancillary sciences. A little, only a little delving 
into Carlisle’s “dry as dust” literature will show 
that centuries ago there were able and competent 
surgeons, and that the present standard of surgery 
has been gradually developed, often under difficult 
conditions, but always with an advance. In the 
age of Pericles there were treatises on fractures 
and dislocations that are hardly surpassed in 
some ways in the present mechanical age. 
Modern surgery stands on four great foundation 
stones. The first isanatomy. This corner stone 
was laid by an enthusiastic study of anatomy in 
the school of Alexandria about 300 B.C. Then 
came Ambroise Pare, 1510-1590, with his dis- 
covery of the ligature. After him came Morton 
(1846) with the discovery of ether and anes- 
thesia, and finally Lister and anti-septic surgery. 
I have no hesitation in saying that since the 
birth of our Saviour no man born of woman has 
contributed as much to human welfare as Lister. 
Think of him as a surgeon if you will, but think, 
let your wildest imagination try to picture the 
result of the application of his principles to sur- 
gery, to research, to medicine and the ancillary 
sciences, and you will yet fall short of the reality. 
Up to the present time surgery has dealt largely 
with emergencies and pathological conditions. 
This is no reflection on its value to humanity. It 
has saved life, restored function and so contri- 
buted to the sum total of human happiness, and: 
yet to a great extent it has been more or less 
mutilating in its methods. So long as man con- 
tinues to live under present conditions this sort of 


*Abstract of a lecture to the McGill Undergraduate 
Society. 


surgery is bound, of necessity, to obtain. On the 
other hand, we are well started on what may be 
defined as physiological and constructive surgery. 
Chemistry, physiology, anatomy, embryology 
and physics must each contribute their quota. © 


The great advances in abdominal surgery 
during the past fifty years illustrate this point. 
The relief of a mechanical obstruction, whether 
due to a strangulated hernia, a malignant growth 
in the gut or a pyloric stenosis, was obviously a 
work of necessity, but. the cause of death in 
intestinal obstruction was correctly. understood 
only as a result’ of the work done experimentally 
and explained by the chemist and toxicologist. 
The chemistry of digestion illuminated the whole 
subject of nutrition, and demonstrated the part 
played by the different organs concerned. Em- 
bryology threw light on the function of the fore, 
mid and hind gut. The investigations of Sir 
Arthur Keith have again given to us a new view- 
point by indicating the part played by the nervous 
system. We are now beginning to have a sound 
scientific understanding of the part played by the 
abdominal organs in the digestion and assimilation 
of food and the exeretion of the by-products. 
Much remains to be done but we have.a good 
start. We have acquired knowledge, but what is 
of even more importance, we have developed 
methods of investigation that give promise of 
greater things to come. 

What has been accomplished in the case of the 
thyroid is evidence of what may be expected to 
follow. The earlier operations were undertaken 
for the removal of large unsightly tumours, of 
malignant growths, and for relief of pressure 
symptoms. As our knowledge increased it was 
recognized that a different group of symptoms 
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resulted from an increased or altered secretion of 
the thyroid and the operation of removal of a 
portion of the gland to lessen the total output was 
leveloped to its present standard. Gradually we 
came to recognize the changes that take place as a 
result of too much or too little secretion in the 
young growing child and in those of mature age. 
The close association between the thyroid gland, 
the reproductive organs and the sympathetic is 
now a matter of common observation. The 
thyroid tends to enlarge at puberty, marriage and 
during pregnancy. Amenorrhoea is common even 
in the minor forms of hypothroidism, while 
myxceedema may occur after the climacteric. 
Graves’ disease was observed in epidemic form 
after the San Francisco earthquake and during 
the period of air raids in London, and its etio- 
logical relationship to the sympathetic nervous 
system was demonstrated by Cushing, who found 
that the symptoms of Graves’ disease developed 
in a cat after he sutured the phrenic nerve to 
the sympathetic so that every respiration stimu- 
lated the latter. It is said that if a distressing 
emotion has a matrimonial origin, Graves’ disease 
is particularly likely to follow, as each limb of the 
basic tripod is involved. At last we have the 
active principle of thyroid secretion in crystalline 
form, and it remains to be seen how its adminis- 
tration may improve the cretins and .myxcedema- 
tous patients. Our latest discovery is the relation 
of thyroid secretion to the production of energy 
and heat, in other words to metabolism. It 
would seem as if every cell in the body was de- 
pendent upon thyroid secretion. 

The study of the thyroid led to the investigation 
of the functions of all the ductless glands, and 
now is opened up a wholen ew field, endocrinology. 

The adrenals are of double origin, the medulla 
and outgrowth of the sympathetic, the cortex 
from the Wolffian body which also supplies the 
interstitial cell of the reproductive glands. We 
have an example of adrenal deficiency in Addison’s 
disease, and very soon we may expect to learn 
about its influence on blood pressure, sexual de- 
velopment, and sugar tolerance. 

The pituitary gland is of dual origin, like the 
adrenal. The anterior glandular part growing up 
from the epithelium of the buccal cavity, the 
intermediate and posterior parts being an out- 
growth from the central nervous system. The in- 
fluence of hypopituatarism and hyperpituatarism 
on the pre-adolescent and a post-adolescent is now 
fairly well established, Clinicians are learning to 
recognize the minor degrees of hypopituartism in 


the smooth skin, the obesity and the increase or 
lessening of sugar tolerance, with amenorrhcea or 
impotence. 

That the reproductive glands form an import- 
ant internal secretion useful particularly in devel- 
oping secondary sexual characteristics is demon- 
strated by the quite different effect produced by 
tying the whole spermatic cord as compared with 
ligature of the vas deferens. - 

By way of contrast I would call attention to 
another group of endocrine glands associated with 
the vagus and concerned rather in the production 
and storage of energy than in the expenditure. 
I refer to the parathyroids and the endocrine 
glands of the stomach, the duodenum, and the 
pancreas. You know that a condition of nervous 
excitability often culminating in tetany follows 
injury or removal of the parathyroids, and that 
in doing a thyroidectomy the surgeon is careful 
not to remove the parathyroids or to interfere 
with their blood supply. Calcium has a sedative 
action on nerve cells. MacCallum has shown 
that parathyroids in some way control the distri- 
bution of calcium in the body. This knowledge 
of the action of parathyroids may probably be 
added to, but so far as.I know the above statement 
fairly well expresses our present views. 

The pyloric glands secrete a hormone that 
stimulates the vagus and the glands of the fundus 
of the stomach. The acid gastric juice passes 
into the duodenum and there stimulates the 
mucous membrane to fcrm secretin, which in 
turn stimulates the secretion of the pancreas. 
There is also an internal secretion of the pancreas 
that promotes the assimilation of sugar. These 
endocrine glands as defined by Cannon assumes 
the task of building up reserves against a time of 
strain and stress. 

We have then two main groups of endocrine 
glands The one including the adrenals with 
other chromaffin cells, the thyroid, the pituitary 
and the interstitial cells of the reproductive 
glands. They are associated with the sympath- 
etic. They are accelerators and display kinetic 
energy. The other group including the para- 
thyroids and the endocrine glands of the stomach, 
duodenum and pancreas, are associated in action 
with the parasympathetic. They are retarders 
and store potential energy. 

In this connection allow me to quote a para- 
graph from a recent address by Langdon Brown. 
“To get-a general conception of the principle of 
internal secretion it is necessary to start from the 
premise that the development of each individual 








recapitulates, briefly and with modification, the 
history of the race. And it is helpful to remember 
that while life has been present on the earth for 
millions of years, man did not appear more than a 
comparatively few thousand years ago. Every 
time an individual repeats the history of the race 
he does it the more easily as the result of practice. 
Thus it happens that the foetus in nine short 
months of pre-natal life recapitulates the history of 
millions of years, while his longer infantile life only 
repeats the history of a few thousand years. That 
even an adult may speedily revert to the instincts 
and habits of a cave man, the war has abundantly 
shown. Later veneers of civilization are easily 
cast aside.” 

The harmonious functioning of the ductless 
glands, upon which we are dependent for normal 
growth, development and well-being, are seen to be 
closely related to two sets of nerves, the sympath- 
etic and the parasympathetic, and above all the 
‘brain and central nervous system. Crile and 
other research ‘workers have demonstrated that 
fatigue is essentially brain tire. A muscle might 
continue in action indefinitely if supplied continu- 
‘ously with nervous energy. As stated by Sher- 
rington, the brain is the master tissue of the body. 
The brain is fatigued by work, excitement, worry, 
fear, etc. The brain requires rest at regular 
intervals. We should give our brain at least one- 
third of the twenty-four hours free from labour. 
It only rests properly during what we know as 
sleep. — 

What is the mechanism of brain tire? Crile 
asks the question and suggests that possibly the 
primary source of brain exhaustion is to be 
found in theliver. In support of this idea he says: 
“The brain cells contain almost no stored carbo- 
hydrates or neutral fats; they contain almost no 
factors of. safety against acidosis. They have 
almost no stored oxygen. The brain cells are 
almost wholly dependent on the blood for oxygen 
and for carbohydrate fuel to maintain their active 
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and continuous metabolism: The blood is depend- 
ent on the liver for sugar for the brain.” 

“The extreme avidity of the liver cells for acid 
metabolites, coupled with the immense cellular sur- 
face exposed to the blood stream, we conceive to be 
one of the greatest safeguards to the brain against 
acidosis. The large storehouse for sugar in the 
liver serves as the fuel depot for the brain and as a 
protection against want of anerobic oxygen. The 
blood stream carries oxygen and sugar to the 
brain. The vast volume of blood distributed to 
the liver, the lungs and the kidneys provides for 
the rapid elimination of waste, which is urgently 
necessary, especially for the safety of the brain.” 

You see, gentlemen, we have gained much - 
knowledge of the mechanism of life and the 
wonder of growth and action, but the nature of 
life remains .a mystery. 

Professor Stanly Gardiner says in the section of 
Zoology of the British Association: ‘‘We may not 
know in our generation, or in many generations, 
what life is, but we can know enough to control 
that life.” It has been shown that our growth 
and well-being are dependent on the internal 
secretions of the ductless glands, but all this does 
not explain life ‘which begins and proceeds along 
definite and unchanging lines before the regulating 
organs are formed.” 

The surgeon of the future will more and more, 
as knowledge increases, direct his labours toward 
a correcting of fundamental errors or defects, 
particularly in that great laboratory the abdo- 
men, whence comes our nutrition and also, our 
infections, at least-in great part. 

To accomplish this the surgeon must work hand 
in hand with those engaged in research in the 
ancillary sciences. The biologist, the embry- 
ologist, the physiologist, the chemist, the physicist 
as well as the pathologist, must be his constant 
companion, and with their aid he must strive to 
recognize and to, become familiar with the earliest 
deviations from the normal. : 
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SOME PROBLEMS IN INTRACRANIAL DIAGNOSIS* 


_ A. H. Gorpon, M.D. 


Assistant Professor in Medicine and Clinical Medicine, M. cGill University, Montreal 


Physician to the Montreal General Hospital 


AY I be permitted a word of explanation in 
reference to the title I have chosen? It is 
not posing as a neurological specialist that I have 
ventured to speak, nor have I fallen upon any 
new light in these matters, but like many others 
interested primarily in Internal Medicine, the 
sundry difficulties in the separation of some 
affections of the central nervous system from 
others not primarily located there, as well as the 
attempts to distinguish between one intracranial 
lesion and another of a different etiology, have on 
many occasions brought me face to face with the 
complexity of the problem, and from this chaos 
there have emerged a few landmarks, in the form 
of obstacles to be shunned and of signposts to be 
heeded, that I have made bold to bring before you. 
It is inevitable that in any scheme of teaching 
from cases, no one case can present all sides of a 
subject; but from each, I think, one may, if he 
keeps an open mind, discover at least one aspect, 
and it is with this idea, and this idea alone, that 
this group of cases is presented. 

There is probably no more common intracranial 
condition with which the physician has to deal 
than cerebral vascular disease (thrombosis or 
hemorrhage of the ordinary type); and the fol- 
lowing record might be duplicated a score of 
times in any year, in any hospital. 

On October 4; 1916, a bookkeeper of 48 years 
of age was admitted into the M:G.H. with the 
history that he had been found unconscious at 
the foot of the stairs of his house at 5 a.m. the 
previous day. There had been short periods of 
partial consciousness during that day, but he 
remained quite unconscious from the time of his 
admission until his death five days later. There 
was complete paralysis of his right face, arm and 
leg. His head was turned to the right, and his 
right pupil was dilated. Both knee jerks were 
increased, and there was a Babinski reaction on 
the right side and the abdominal reflex was absent 





*Read at the fifty-second annual meeting of the Can- 
adian Medical Association, Halifax, July 1921. 


on the right side also. His pulse ranged from 60 
to 90 and his temperature from 100° to 101°. His 
blood pressure was 100-165. There wasno history 
of syphilis nor alcohol, and his vessels were not 
specially thickened. He developed a broncho- 
pneumonia and died on the fifth day, and we 
thought we had:done our duty by him until the 
autopsy disclosed an extra-dural hemorrhage on 
the left side without fracture of the skull, which 
would have been susceptible of relief by operation. 


It is true that without a history of primary 
unconsciousness with recovery, going on to per- 
sistent coma, we might make the same mistake 
again; still it points the warning to take nothing 
for granted, but to look for all the details of the 
full clinical picture in heart, vessels, form of 
paralysis, history, age and lumbar puncture find- 
ings, before being satisfied that we have left 
nothing undone to establish definitely the diag- 
nosis of a true intra-cerebral affection. 

Another aspect of the problem as it relates to 
cerebral hemorrhage appears in the way in which 
it is simulated by uremia. 

' This patient, a man of 60, was seen with Dr. 
Maclver, complaining of severe headache and 
vomiting. He had formerly used alcohol fairly 
freely but not of late years. He had never had 
syphilis. For many years he had suffered from 
severe headaches, and for the past year had 
nocturnal frequency of urination, some shortness 
of breath, and swelling of the eyelids in the morn- 
ing. One year ago he had an attack similar to 
the present one, but less severe. Of late both 
vision and memory have been impaired. His 
mother died of nephritis and one brother now has 
that disease. 

Present illness. On December 28th, while on a 
street car he had a sudden acute pain in the angle 
of the left eye, felt weak and dizzy and nauseated. 
He got off the car and was assisted to his home. 
He did not stagger, but vomited once before 
reaching his house. Headache developed and 
became very severe. The urine was examined; 








the specific gravity was 1010, and albumin was 
present. The blood pressure was 170 systolic 
and 80 diastolic; pulse 110; temperature 99.3°; 
respirations 30. There was no paralysis, and the 
reflexes were normal. : 

He was admitted to the hospital and 350 c.c. of 
blood was withdrawn from a vein in the arm, and 
hot packs were given with but slight relief from 
the headache, of which he complained most bitter- 
ly. It was felt in the forehead and at the back of 
the neck, and was very persistent. He was quite 
conscious; the face was flushed and the eyelids 
suffused. There was a marked degree of thick- 
ening and tortuosity of the peripheral arteries 
and the aortic second sound was high-pitched 
and ringing. 

On the following morning the tongue was 
deviated slightly to the right. There was no 
other indication of muscular weakness, but a 
Babinski and an Oppenheim reflex were present 
on the right side, in addition to a slightly exag- 
gerated knee jerk. The pupils were equal and 
active, not specially contracted. There was no 
asynergism. The muscles of the neck were 
slightly resistent. The ocular fundi showed only 
arterial thickening. A lumbar puncture withdrew 
very bloody fluid under slightly increased pres- 

‘sure, and this was followed by considerable relief 

of the headache. Two days later a severe and 
persistent pain developed in the lumbar region 
and in the backs of the legs, and Kernig’s sign 
was present on both sides. Retraction of the 
neck became more marked and the left pupil 
became dilated. 

Fifteen days after admission he was suddenly 
seized with excessively severe pain in the left 
temporal region accompanied by sweating, ir- 
regular breathing and irregular pulse, but no loss 
of consciousness. Within two hours three similar 
attacks occurred, in the last of which he became 
unconscious and died in a few minutes. 

The clinical diagnosis was cardiorenal disease 
with cerebellar hemorrhage and effusion of blood 
into the spinal canal. The autopsy showed, in 
addition to the presence of cardiorenal disease, a 
fresh hemorrhage into the posterior tip of the 
right optic thalamus, which had ruptured into 
the right lateral ventricle and extended into the 
subdural space to the cauda equina. Besides this 
fresh hemorrhage in the optic thalamus, there 
was evidence that another hemorrhage had taken 

place at this site at a comparatively recent date. 
The main teaching of this case is the fact that 
focal signs, be they never so slight (in this case 
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only deviation of the tongue) indicate something 
more than uremia; and another point which is here 
illustrated is that unconsciousness, though a usual, 
is not an invariable feature in cerebral hemorrhage. 
The routine examination of such a case in these 
days would not be complete without the examina- 
tion of the blood for urea and its associated 
products, and no matter how closely the clinical 
picture simulates an uremia, we would hesitate 
before making a diagnosis of urzemia in the absence 
of urea retention in the blood. As a matter of 
fact, the more carefully one considers his own and 
others’ mistakes, the more it is realized that the 
diagnosis of uremia has in the past been over- 
worked, and that a number of apparent urzemics 
have owed their symptoms to local intracranial 
disease. 

Another instance in which the diagnosis of a 
cerebral vascular affection was beset with difficulty 
was the following: 

J. L., 22, employed as a type founder, had been 
working for a month using melted lead mixture. 
Suddenly while at work he became unconscious, 
and remained so for three days; and with uncon- 
sciousness there developed paralysis of the right 
and side with aphasia. He was seen 6 months later 
the paralysis was still present, and was admitted 
under the care of Dr. Grant Campbell, to whom I 
am indebted for the report. All his other systems 
had been found negative. Wassermann, cerebro- 
spinal fluid, urine and blood showed nothing, and 
there was no hypertension. Re-examination, 
however, demonstrated a very abrupt snapping 
first sound of the heart, and the electrocardiogram 
showed a definite plateau P. wave with bifurcation 
From these facts a diagnosis was made of mitral 
stenosis with cerebral embolism... In this instance 
both the patient and his friends were convinced 
that lead poisoning was at the bottom of 
his ailment, but neither was there a lead line or 
any change in the red cells to confirm that 
opinion. The absence of syphilis or of renal 
disease or of a cardiac murmur left one at a loss 
for an explanation of vascular cerebral disease in 
a young man, and the only clue was the abrupt 
first sound which pointed to a mitral stenosis, and 
which the cardiographic tracing helped to con- 
firm, thus offering a reason for a cerebral em- 
bolism. 

The inflammatory diseases within the cranial 
cavity not only require to be distinguished from 
febrile affections originating outside the skull, but 
also, and of equal importance, from one another. 
And here again one must insist upon the value of 
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regarding the whole clinical picture as opposed to 
the dependence upon any one special sign. 

_ A young Hebrew of 22, previously healthy, was 
seen with Dr. Schacher about midnight on Feb- 
ruary 26, 1920. For about two weeks he had 
been feeling miserable, with cold in the head, sore 
throat and nose bleed. He had slight headache 
and ringing imethe ears during the same period. 
He had vomited once two weeks before, 
and again the day before, but had kept at his 
work until two days ago. He had earache on the 
24th, but it was better on the 25th, and he went 
out; but on the 26th he complained of severe 
headache and pain in the neck and vomiting. He 
became unconscious about 11 p.m., with incon- 
tinence of urine. When seen by Dr. Schacher he 
was completely unconscious and very restless, 
moving all of his limbs. The pupils were widely 
dilated and immobile. T. 102, P. 120. R. 40, B.P. 
76-132. 

At first there was no retraction of the neck and 
only a suggestion of a Kernig’s sign, the knee 
jerks were present but there was no Babinski, 
though this appeared later. The leucocyte count 
was 26,140. The urine contained both albumen 
and sugar. The right ear showed a catarrhal 
otitis media and the left membrane was red, 
sodden and bulging, and was incised. Lumbar 
puncture gave a cloudy fluid under pressure show- 
ing 24,000 cells per m.m., chiefly polymorphs, and 
a marked globulin reaction. Gram positive cocci 
were found in the smear, which on culture proved 
so be streptococcus mucosus capsulatus. Death 
eccurred 12 hours after admission, and autopsy 
showed a septic meningitis spreading from the ear. 

The problem one was faced with here was 
then, sudden coma with fever, without, at first, 
irritative signs in the meninges, in a_ patient 
slightly ill for two weeks and with albumen and 
sugar in the urine. This combination might 
mean almost anything, but with a high leucocyte 
count and a purulent spinal fluid the picture is 
completed, and one need then only ask is there 
anything which will not fit into such a picture. 
History, painful ear, slight fever, headache, vom- 
iting, albuminuria, and finally glycosuria, for it is 
not at all uncommon to find glycosuria in organic 
intracranial disease. In this instance the diag- 
nosis of a streptococcus meningitis was made and 
a polyvalent serum given intraspinally, but with 
no avail. 

The next case offered a problem of somewhat 
similar character, but I regret to say that the 
various pieces of the puzzle were only placed 


together at the autopsy table; but since the case 
illustrates well a recognized connection between 
pulmonary infection and cerebral abscess I will 
include the report. 

A dairyman of 50, whose sister had died of, 
tuberculosis, had two fairly severe attacks of 
hemoptysis 28 and 25 years ago, diagnosed as 
pulmonary by the late Dr. Palmer Howard. He 
had no persistent cough, and aside from the 
hemorrhages had always been well. A month 
before admission he had a recurrence of the 
hemorrhage and had lost. an average of an ounce 
of blood daily ever since. Five days before ad- 
mission a headache appeared, getting steadily 
worse until it became excruciating, preventing 
sleep and only controlled even for a time by large 
doses of morphia. On admission he had a pulse 
of 72 and temperature of 101° and blood pressure 
80-120. There was slight retraction of the head 
and a doubtful Kernig’s sign. He was very dull 
mentally but could be roused, and talked ration- 
ally. He was very restless. The knee jerks were 
exaggerated and a double Babinski was present 
and the abdominal reflexes were absent. The 
thoracic organs were negative to examination. 
Leucocytes were 27,000 per m.m. Lumbar 
puncture withdrew 20 c.c.. of very turbid fluid 
containing 3600 polymorph cells to the m.m.— 
Smears were absolutely negative for organisms, 
but he was given anti-meningococcus serum on 
account of the turbid spinal fluid. 

In the following days he developed a left-sided 
paresis, vomiting and increasing stupor with 
rising pulse rate and a right external squint, and 
died 5 days after admission with a diagnosis of 
tuberculous meningitis and inactive pulmonary 
tuberculosis. ‘The autopsy showed an old abscess 
the size of a marble near the hilus of the lung 
containing a fragment greatly resembling a root — 
of a tooth. The odour from this cavity was 
inexpressibly foul. There was no sign of tuber- 
culosis. The brain showed several cerebra 
abscesses of recent origin, one of which had 
ruptured into the subdural space, causing a 
spreading meningitis. From none of the material 
was any organism recovered, but the pus gave 
the same foul odour as the pulmonary abscess. 

The problem here was a meningitis of moderate- 
ly acute onset in a man with an old history of 
pulmonary hemorrhage, in which the cerebro- 
spinal fluid was frankly purulent, but neither on 
smear nor on culture did it yield any organism. 
If the case were to occur again, I admit the like- 
lihood of repeating the mistake of diagnosing 








tuberculous meningitis. There is no doubt but 
that tuberculous meningitis is occasionally ac- 
companied by a purulent spinal fluid containing 
a preponderance of polynuclear cells, but in such 
a case one would expect to find tubercle bacilli in 
fairly large numbers. In one instance we found 
them as numerous as in a grossly infected specimen 
of sputum. It is quite possible, too, that in 
anzrobic cultures the organism responsible for 
the infection might have been found. 

We all recognize that there are states on the 
border line of meningitis (the so-called menin- 
gismus) in which the most careful investigation 
leaves us in some doubt. Under this heading | 
think may be placed the nervous phenomena in 
the following case: 

A Hebrew shopkeeper of 58, in this country for 
many years, was taken ill with a chill and a head- 
ache. His breathing became rapid and he entered 
the hospital with a diagnosis of probable pneu- 
monia, though a rash had been noted on his 
abdomen just before admission. When seen, he 
was irrational, with a high temperature, rapid 
pulse and rapid breathing. He was only partly 
conscious. Over the skin of the body and arms 
was an eruption resembling measles, but many of 
the spots were almost petechial. There was 
evidence of a moderate broncho-pneumonia. The 
next day more marked nervous symptoms ap- 
peared. Distinct retraction of the neck and an 
indefinite Kernig’s sign appeared and a persistent 
contraction of the left arm, with in addition a 
spasm of the whole body resembling that of 
strychnine-poisoning. There was no paralysis and 
no abnormal reflexes, and the pupils were contract- 
ed, equal, and active. He was now quite uncon- 
scious, and his. general condition very grave. 
Lumbar puncture withdrew clear fluid with no 
globulin and 40 cells per m.m. Leucocytes in the 
blood were 11,000 perm.m. The fever dropped 
by crisis on the 11th day and immediate im- 
provement commenced. 

To those accustomed to typhus fever this man 
would have presented no problem, but to us, the 
appearance of a near petechial eruption with 
fever and meningeal irritation raised at first the 


suggestion of cerebro-spinal fever, but the clear 


spinal fluid, the absence of marked leucocytosis, 
and the clinical course, gave the clue to the 
diagnosis of sporadic typhus. Curiously enough, 
no pediculi were found upon his clothing, nor had 
he upon close questioning been found to be in 
contact with any recent arrivals from Europe. 


nor had he handled any clothing from that source. 
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When we come to the consideration of tumour 
of the brain, one is struck by the amazing 
number of variations from the classical picture; 
and I shall make no attempt to even mention 
these variations by name, but the following case. 
illustrates a number of possible pitfalls. 

There is first the insidious onset, which in its 
beginning may so greatly resemble so-callea 
functional disease, as to deceive the very elect. 
There is the fact that by no means does cerebral 
tumour always show the well-known triad of 
headache, vomiting and-optic neuritis. There is 
the fact that growing slowly, as it were under- 
ground, the symptoms may be of minimal inten- 
sity until there developes a pathology within the 
pathology, a cyst developes or a hemorrhage 
occurs about the tumour, and the little stream of 
symptoms becomes a torrent and even the way- 
faring man has his attention arrested. 

A similar state of affairs, mutatis mutandis, 
takes place in an ovarian cyst when a hemorrhage 
into the cyst or a twist of its pedicle, converts 
what is apparently only a nuisance into an acute 
abdominal crisis. 

The case which illustrates these points was a 
woman of 48 years, from: outside the city, who’ 
gave as her reason for coming into the hospital 
that “she was run down and easily tired, 
and had no appetite, and suffered from head- 
ache, and came in for observation.” At the 
risk of wearying you: I will quote from a letter 
from her husband written to me at this 
time: ‘Ten years ago we had a verv trying 
experience when our daughter aged 5 was 
seriously ill with typhoid. She nearly passed 
away and the strain told greatly on my wife. Two 


_years ago my wife was thrown from an automobile 


and severely injured, being unconscious for some 
time. She has probably told you all this, but I 
will say that she is of a nervous disposition, taking 
small matters too seriously and given to worrying 
a great deal. She-has felt for some time that 
nobody has any sympathy for her, and her friends 
and her family did not realize her condition. She 
recovered to quite an extent from the effects of 
the automobile injury, though her head and face 
have never felt quite right, and her food has never 
tasted natural to her, and since last August she 
seems to be failing. For the last 3 weeks she has 
sat about the house talking about herself. She. 
has some difficulty in seeing, and her eyes would 
not focus readily when changing from one object 
to another. She has lately been unsteady on her 
feet, and last Monday she had trouble in raising 
her arm to look at her wrist watch.” 








72 THE CANADIAN MEDICAL ASSOCIATION JOURNAL | 


From this quotation one can see how the onset 
of her symptoms impressed her husband, who was 
an intelligent and observant man. To supple- 
ment this history, I might say that 15 years ago 
she had a right kidney sutured up, and seven years 


ago had been in a hospital with a diagnosis of. 


gastroptosis—the surgical and the medical syno- 
nyms for “no disease found.” 

Such a history does not impress one at first 
sight in favour of organic disease. 

Her headaches came on a few weeks ago, begin- 
ning in the morning and wearing off in the after- 
noon, and did not keep her awake. There was 
no vomiting. Examination on admission showed 
only some difficulty in reading, which appeared to 
be chiefly a lack of attention, which she described 
as a difficulty in concentrating her vision upon 
the page. 

There was also an extremely slight diminution 
in power in the left arm and leg, and an apparent 
lessening of sensation to pinprick on that side. 
The abdominal reflexes were normal. <A few days 
later she showed distinct weakness on the left side, 
with Leri’s sign, and a marked Romberg’s sign, 
and a left ankle clonus appeared, followed a few 
days later by a left Babinski’s sign and a well- 
marked left-sided heminopsia and loss of the left 
abdominal reflex. An external squint and marked 
myosis developed in the right eye (on the side 
opposite to the body paralysis), and continual 
almost athetoid movements of the right hand 
appeared, and also—what was a very interesting 
feature—the orbital reflex elicited by tapping 
over the right eye gave no response in that orbi- 
cularis muscle, but tapping over the left eye gave 
rise to a contraction on both sides. At the same 
time there developed absence of sensation over the 
right forehead. These points indicated involve- 
ment of the third and fifth nerves at the right 
base, in addition to a hemiparesis on the left side. 
Headache became extreme; incontinence devel- 
oped, and coma came on, with death from respir- 
atory failure. 

At no time was there any optic neuritis, and all 
laboratory tests were negative except a slight 
leucocytosis from 9000 to 14000. 

The spinal fluid was under slight pressure but 
otherwise negative. A diagnosis was made of 
cerebral tumour lying above the right peduncle. 
The autopsy shewed a large cystic glioma ex- 
tending from the island of Reil back to the right 
occipital lobe and down into the right peduncle, 
into which a recent hemorrhage had occurred. 

Two other instances of glioma in the temporo 


sphenoidal lobe without vomiting and without. 
optic neuritis have come under our observation 
during recent months, and I think that the 
lesson of this case is that the apparently neurotic 
of all people demands the most intense in- 
vestigation. 

Might I here also bring to attention a sign 
which is often lightly passed over? I refer to the 
loss of abdominal reflex. Clinical observation I 
think proves it to be a sign of very great value 
and not to be lightly passed over, for when it is 
demonstrated it raises a presumption of organic 
cerebral disease. 

The next case was at once the most unusual and 
the most unfortunate of the group. He was a 
man of 39 whom I saw on a Sunday night with 
Dr. Maclver, and the picture would have been 
ludicrous except for its tragedy. He was sitting 
up in bed with an expression of intense suffering 
and complained bitterly of pain in his occiput, 
but withal would alternately whistle and sing; 
and when asked why he did it he said it was to 
drown the pain. He had a restless unquiet ex- 
pression, and a choreic or tic-like movement of 
his head and right arm and leg. His temperature 
was normal, and his pulse 108; and a most search- 
ing examination showed no sign of any organic 
disease of the nervous system, but a thickening 
of the right tibia was found strongly suggesting 
syphilitic osteitis. No sedative relieved his pain, 
and during the night he became quite irrational 
and was removed to the hospital, where a lumbar 
puncture was done, with great relief to the head- 
ache. The spinal fluid showed 23 cells to the 
m.m. and no globulin; it was under slight pressure. 

The mental condition became much more dis- 
turbed, he lost sense of orientation, and his 
speech and motor restlessness were very similar 
to the state of one with delirium tremens. The 
temperature rose and remained about 102, and 
the pulse above 100. His choreic movements 
became more clonic in type and affected chiefly 


' the right face and arm, and later involved the 


muscles of the lower thorax and abdomen, as well 
as the diaphragn. The rapid clonic spasms of 
the abdominal wall resembled hiccoughs. The 
voluntary motor power and reflexes were unaltered 
except for slight weakening of the left abdominal 
reflex. The pupils reacted only sluggishly and 
were slightly irregular. There was no disturbance 
of sensation. There was no Kernig’s sign and no 
retraction of the neck. The blood count showed 
R.B.C. 5,200,000, W.B.C. 21,500, Hg. 90 per- 
cent. Blood Wassermann and cerebrospinal fluid. 








Wassermann negative. The pain in the head had 
now disappeared and was replaced by a descend- 
ing pain in the back. 

On the eighth day he became more irrational 
and respirations became suddenly more rapid and 
then ceased. 

The history of the illness given by his wife was 
that five days before the actual onset he had pain 
and twitching of the left side of the face, he kept 
at work, but on Saturday and just before I saw 
him, felt generally unwell, but the severe pain 
only appeared on the Sunday. 

The autopsy showed a gumma in the right 
testicle and syphilitic aortitis. The brain weight 
was 1470. The pial tissues were distended with 
clear fluid, and the brain tissue was more moist 
than normal, giving the picture of a “wet brain.” 
On section, no areas of degeneration were visible. 
The small blood vessels throughout the brain 
were dilated and stood out prominently. No 
focal areas of hemorrhage. 

Stained sections show the typical lesions found in 
encephalitis lethargica in the mid-brain and in 
the pons, especially in its higher levels. Besides 
the perivascular lymphocytic collar there were 
areas of cellular infiltration without the blood 
vessels. There were a few microscopical hemorr- 
hagia about capillaries of the mid-brain. ; 

The problem here at the onset, in a man without 
fever, was that of a cerebral syphilis on the one 
hand and a true psychosis on the other. The 
subsequent course of the disease rendered a diag- 
nosis by exclusion possible. A negative Wasser- 
mann of the spinal fluid as well as the radical 
departure from the clinical picture excluded 
cerebral syphilis, and the febrile reaction excluded 
the psychosis and the ante mortem diagnosis was 
epidemic encephalitis in a patient with syphilis. 

Dr. F. M. R. Walshe (Brain, November, 1920) 
comments upon the variability of the symptom 
complex in encephalitis: Whereas the classical 
lethargic type with nuclear mid-brain lesions is 
well established, many cases showing abnormal 
movements such as tremor, choreiform, and myo- 
clonic types have been described, but it is futile to 
attempt a clinical classification for every type. 

Broadly, the following table epitomizes the 
matter. 

General symptoms— 

Positive: Delirium, mania, restlessness, hallu- 

cination. 

Negative: Lethargy, coma. 

Focal symptoms— 
Positive: Convulsions, involuntary movements, 
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and muscular contractions, atony, rigidity, 
pains. 

Negative: Paralysis. 

It is the increasing recognition of “positive” signs 
as compared with the original “negative’’ picture 
that complicates the symptomatology. It may 
be remembered, however, that the same principles 
govern the localization of a clonic convulsion as 
of a palsy. 

Cases are reported in which a clonic movement 
of the arm gave way to a peripheral type of paresis 
and others where they are associated with pains 
of spinal root distribution. Choreiform agitation 
(folte musculaire) is constantly associated with 
great psychical excitement, this and its usual 
termination in death from exhaustion point to its 
irritative character. The paralytic or negative 
phenomena seem to have a selective action upon 
the mid-brdin and the basal ganglia, but the 
irritative effects seem to bear upon neurones of 
every physiological level from cerebral hemisphere 
to spinal roots, hence the polymorphic character 
of the cases showing irritative symptoms; and it is 
even suggested that the virus may have more 
than one active component. 

The other cause of positive symptoms, 7.e., the 
release of certain regions by the toxic paralysis of 
upper controlling mechanisms, is not regarded as 
being potent as a cause of the abnormal move- 
ments of encephalitis. 

The next case I will bring before you had in it 
to me most unusual elements. To those working 
in neurology and psychiatry alone, the picture 
may be familiar, but in my experience it was 
unique. 

A man of 54, an intelligent and from later ob- 
servation a very stable-minded Scotchman, an 


‘envelope cutter in a factory, while doing his usual 


work at 3.15 p.m. became suddenly flushed and 
began to perspire. He remembers opening the 
window for air and feeling sick, but nothing more 
until he woke up in the hospital two days later. 
He was brought to the hospital deeply unconscious 
but with a placid expression and a good colour 
and breathing easily. Pulse 72, T. 98.2, R. 20, 
B.P. 100-145. Heart, lungs and abdomen were 
normal.There was no voluntary movement, but 
it was noticed that all of the limbs had moved 
involuntarily since admission. When lifted, the 
limbs dropped again, but not absolutely flaccidly. 
A constant fine tremor of the eyelids was noted, 
and both lids were firmly closed and the pupils 
contracted, but reacted to light. All reflexes were 
present and no abnormal reflexes were elicited. 
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Sensation to pain was absolutely gone, no re- 
sponse to supraorbital, mammary or iliac pressure. 
There was no incontinence. A lumbar puncture 
was done without apparent pain and without the 
knowledge of the patient. The fluid was clear, 
not under pressure, and contained no cells and no 
globulin. 

The following day the temperature rose to 101 
and there was a well-marked cdour of acetone on 
the breath, and the urine contained acetone and 
diacetic acid, but was otherwise normal. A leuco- 
cyte count showed 10,000 cells. The ocular fundi 
were normal. After 24 hours he opened his eyes 
and asked fer his wife but relapsed again into un- 
consciousness, till 48 hours from admission, when 
he gradually awoke and complained of headache 
but had no memory of coming to hospital. From 
this on he steadily improved, and was discharged 
apparently well in 6 days. 

There was nothing in his personal or family 
history except that for some days past he had 
been greatly worried by an overhanging financial 
trouble. The problem here was that of coma of 
sudden onset, with absolutely no physical explan- 
ation. The question of poisoning arose, but no 
poison would fit the case. There was no history 
of epilepsy nor any previous mental disturbance. 

An apparent explanation was mooted in the 
acetonuria which he showed, but his blood sugar 
was .110 and his plasma combining power 60., and 
the acetone was attributed to starvation, as a 
matter of fact it disappeared when he received 
food. The only explanation to my mind—and I 
am open to correction—is that of trance or hyp- 
nosis as a result of profound mental worry. 

Since that time a child of this patient was 
brought to me with minor epileptic attacks, 
which suggests a groundwork for the father’s 
attack. 

To summarize the cases cited, we have 

1—A cerebral hemorrhage, thought to be 
intracerebral and pathological but actually on the 
surface and traumatic. 

2.—A man with cardiorenal disease, developing 
apparently a uremic seizure, but actually a cere- 
bral hemorrhage. 

3.—A hemiplegia without evident cause in 
which the electrocardiogram assisted in the diag- 
nosis. 

4—An acute streptococcus meningitis with 
albuminuria and glycosuria. 

5.—Chronic pulmonary abscess with cerebral 
abscess and meningitis, wrongly diagnosed as 
tuberculous. 


6.—Typhus fever with signs suggesting menin- 
gitis. 

7.—Tumour of the brain developing in a so- 
called neurotic patient. 

8.—Unconsciousness 
nature in a man of 54. 

9.—The clonic type of epidemic encephalitis. 

What conclusions may we draw, then, from the 
hits and misses recorded above? 

Is there any means by which we may draw 
correct conclusions in the face of similar problems? 

Just one—that contained in the advice to the 
painter: “Choose the right colours and put them. 
on in the right place.”” The colours in this in- 
stance being the facts which we can gather to- 
gether, and the brush work the judgment with 
which we combine them. 

From what sources do our failures in diagnosis 
arise? 

There are several sources. 

First: Insufficient and unsystematic examination. 
We all have learned the routine of the systematic 
examination of the nervous system; the history, 
the examination of the mental functions, the 
cranial nerves, the motor system, the sensory re- 
sponse and the reflexes, the investigation of the 
eye grounds and of the spinal fluid; but not all of 
us, all the time, pursue this routine; and thus some 
of us, some of the time, are tripped up. 

One might here refer to the extradural hemorr- 
hage which we let pass as intracerebral by lack of 
attention to the history.. But it is encouraging 
to us all to think of how many apparently obscure 
conditions, systematically observed, will march 
quietly each into its own diagnostic stall. 

As the second source of error, perhaps one might ° 
mention the wrong interpretation of evidence ac- 
quired, which implies a defect in judgment. 

Clinical judgment is the highest quality of the 
physician, and it is acquired by means similar to 
those by which the gardener said that the English 
lawn was made: “You cuts it, and you rolls it, 
and you waters it, every day for a thousand years.” 
It springs from a knowledge of the natural history 
of disease, got from contact with the living, which 
waters it, and from contact with the dead, which 
trims it, and from contact with books, which 
rolls it; and we may all aspire to possess it in some 
measure if we live long enough: 


of so-called functional 


Another source of many of our errors is the 
refraction of the cold light of reason as it passes 


through our preconceived opinions, and of this 
one example will suffice: Let us once believe that 
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a given person is “neurotic” or “uremic” and 
very apparent focal signs may either be ignored 
or misconstrued. 

On the other hand, the quality of cmagination 
is essential. It was said of Osler that he had a 
“flair for the unusual case’’; and, imagination in 
that sense, brings possibilities into one’s purview 


which too conventional an outlook would entirely 
disregard. 

After all, “What’s the use?’’ one may say. 
“Internal Medicine is simply an attempt to dis- 
tinguish between a number of incurable diseases.” 
That may be true in nine cases out of ten, but it 
is the tenth case that makes life worth living. 


FINANCIAL CONSIDERATIONS OF THE AVERAGE DOCTOR* 


Ausert T. Lyte, M.D. 


Buffalo, N.Y. 


R. PRESIDENT, Doctors of the Round 
Table :— 


It is but feebly that I express to you my appreci- 
ation of the honour conferred by asking me to 
address you on so important a topic as the “Fi- 
nancial Considerations of the Average Doctor.” 

That there is real justification for such consider- 
ation a recent published statement of Alfred Cox, 
Medical Secretary of the British Medical Asso- 
ciation, but confirms. He writes: 

“The Medical profession, which people have 
vaguely thought lived mainly on its reputation 
as a “noble profession” and on the gratitude 
of the people who could not pay, was discovered 
to be as amenable to ordinary economic laws 
as anybody else. Its income and demands for 
remuneration were discussed in every newspaper 
and at political meetings all over the country.” 
(A special article, Journal A.M.A., “Seven Years 
of National Health Insurance in England,” by 
Alfred Cox, M.B., B.S. (Durham), Medical 
Secretary British Medical Association, London, 
England, May, 1921). 

I desire to apologize for the fact that quite all 
that follows is drawn from conditions in the Un- 
ited States, with its mixed population of one hun- 
dred and ten million, and particularly in the 
Empire State of New York, with its twelve million 
cosmopolitan population of whom 25 per cent. are 





*Read before the Meeting of the Ontario Medical As- 
sociation, Niagara Falls, June, 1921. 


foreign born from. all quarters of the globe. and 
its fifteen thousand licensed physicians. 


EcoNoMIc AND SocraAL STANDARDS, DEFINITIONS 
AND PRINCIPLES 


I think all of us have been brought up in the 
idea that our vocation is a profession of special 
knowledge in that department of learning called 


‘medicine, and, in the idea that medicine is an art. 


Indeed, the professions of theology, law and 
medicine were for many years the only profes- 
sions. A doctor of such was considered as made 
of a little better than common clay—a great deal 
better than the manufacturer or the merchant. 
Today, the latter’s calling stands at an equal 
premium. The word “profession” implies at- 
tainments in special knowledge as distinguished 
from mere skill; as a vocation it indicates the 
application of such knowledge to uses for the 
benefit of others, to be distinguished from its 
pursuit for one’s-own purposes. This interpre- 
tation infers the elimination of quite all those 
principles and practices that govern business rela- 
tions. 

Recently one of New York’s more liberal col- 
lege professors, an able politician of the Roosevelt 
type, stated: “The two chief public issues are 
international relations and industrial relations, 
and industrial relations are the more important.” 
In other words, civilization is now living in an in- 
dustrial age, hence, all activities, all vocations are 
coming to be measured by industrial standards. 
The ideals of art and science are giving way to the 
necessities of industry. The pressure of indus- 
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trial standards particularly is marked in those 
professional pursuits that come into immediate 
and intimate relations with industrial activities. 
Today, medicine is being supported by the two 
great factors of industry—capital and labor—and 
by this vital contact is bound to be greatly in- 
fluenced by its aims and morals. 
has been swept into the melstrom of modern 
civilization, the turbulent currents of which are 
producing prodigious changes in every walk and 
enterprise ; one wonders if all this change evidences 
the next mutation of civilization. 

Whereas, in the near past in the community the 
physician was a powerful, social and _ political 
leader, and his relations to his patients and friends 
most intimate, tender and influential; today he 
occupies a place far inferior in influence to that of 
the once-disdained business man; whereas for- 
merly the physician’s income largely expressed 
appreciation for his deep interest in and his great 
personal sacrifices for the welfare of the commun- 
ity; today, his services are regarded much in the 
same light as are business commodities. It is 
trite to say that the doctor is and always has been 
a poor business man; yet, indeed, to such an extent 
is this statement true that it is rare to find a physi- 
cian whose financial status at all compares with 
that of a business man of like ability; at the 
same time his responsibiilty for the welfare of the 
people and to civilization far exceeds that of the 
richest business man. Notwithstanding the im- 
portance of its duty, notwithstanding the marked 
personal sacrifice of its members, when compared 
with other professions, except possibly that of the 
church, the profession of medicine is of all the 
poorest paid. 

It is fairly well-determined that “‘ No man can be- 
come rich through the practice of medicine”’; also 
“Tt is a fairly recognized fact that members of the 
medical profession who are rich either have in- 
herited their wealth or married it, or made it by 
dividing their attention between scientific medi- 
cine and some form of business, to the detriment 
of scientific attainments.’”—(J. M. Swan, M.D., 
unpublished). It is some comfort, however, to 
read a statement of the Chairman of the United 
States Federal Trade Commission, in which he 
says: ‘Out of two hundred and fifty thousand 
business corporations that reported to the Federal 
Trade Commission, one hundred thousand showed 
no net income at all; the average of business suc- 
cesses is only slightly better than fifty-fifty. One 
half of all the people in business in this country 
do not know from day to day whether they are 


Medicine also. 


making money or losing meney. They may think 
they know. They may tell you they are making 
money, or they may tell you they are falling be- 
hind. But, in either case, they will be only guess- 
ing. They cannot know accurately for they have 
no cost books and thus no way of determining 
costs. They frankly work by rule of thumb.” 
(Edward E. Hurley in the American Magazine, 
April, 1921). This also is overwhelmingly true of 
physicians. Possibly present-day more stringent 
income tax laws may arouse the doctor to the ne- 
cessity for a better knowledge of his economic 
condition and responsibility. 


SELECTION OF MEDICINE AS A VOCATION 


When an individual contemplates a business 
career he usually determines the line to be fol- 
lowed strictly from the standpoint of financial 
return on the investment and for the effort, al- 
though circumstances, taste and association may 
influence the decision. I always have been 
curious as to why an individual should select a 
profession, and particularly that of medicine. 
Each knows, or thinks he knows, just why he 
selected medicine for a vocation. I think the 
true reason will fall under one or more of four 
heads: adaptability, sentiment, social advance- 
ment, financial. I think that those who follow 
medicine actuated by the first two reasons generally 
make the greatest success from a purely profes- 
sional point of view, and that the majority of 
those who do so from the two latter motives are 
unsuccessful, both professionally and economic- 
ally. 

In the halcyon days of yore, when a young per- 
son decided to take up a business, a trade, or a 
profession, he apprenticed himself to a more or less 
master of the calling. To my mind it is to be re- 
gretted that this old method of apprenticeship is 
today not available for the medical aspirant for, 
under the tutelage of and intimate association 
with his preceptor, he early became aware of the 
possibilities and probabilities of the future; he 
either abandoned his purpose while yet a very 
young man when he found the obstacles too un- 
pleasant or too impossible, or, else he continued his 
career, gradually absorbing from the experiences 
of his preceptor much of practical knowledge 
affecting favourably and unfavourably profession- 
al and economic success. Powerfully in these in- 
dustrial days is the economic inducement pressed 


to the fore in all human affairs while idealism 
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languishes; the validity of making the economic 
motive the guiding factor in the practice of medi- 
cine in place of the spiritual motive is a moot 
question. 


LOCATION FOR PRACTICE 


In industry, after one has chosen an occupation, 
the next thought is in regard to the selection of a 
favourable location, one that will secure the great- 
est opportunity to attract patronage, to make 
sales and secure profits. Much thought and con- 
sideration is given to this particular phase of a 
business career. It is doubtful if he who enters 
the practice of medicine gives to this important 
question the full and proper consideration of all 
those varied elements that enter into an ulti- 
mately successful professional career. All too 
often circumstances compel the single desire for 
real wealth (money) to determine this step, rather 
than the aspiration for that intangible, immaterial 
wealth the possession of which brings honour and 
renown, friendship and happiness, affluence and 
contentment. 


CoMPETITION 


The keen business intellect, before investing 
money, time and effort in any hazard, carefully 
considers his rivals and their competition; he 
attempts to vision their effect upon the possible 
growth of and income from the venture. It is 
questionable if the same consideration is given 
to this subject by one about to select the profession 
of medicine. Competitors, in medicine, may be 
divided into two great sections: (1) that formed 
of compeers, and (2) that composed of heterogen- 
ous groups. Competition from the first division 
is stimulating and helpful. In the latter is the 
group that includes the fee-splitter, the renegade- 
doctor, the cheap contract doctor, the advertising 
doctor, the sectarian doctor, as the osteopath, 
the chiropractor, the naturopath, the hydropath, 
the electropath, the magnetic healer, the christian 
scientist, the faith healer, the mental healer and 
their ilk. Another group includes the trained 
nurse, the untrained nurse, the pharmacist, the 
patent medicine concerns, the relic worshippers, 
and many others. Still another group includes 
the “closed shop” hospital and dispensary, the 
diagnostico-therapeutic clinics, the medical bran- 
chesof social welfare organizations of various chari- 
table bodies, boards of health, and others. With 
all of these must not be forgotten the immense 
group of self-prescribers and sympathetic neigh- 


bours who know more about diagnosis and treat- 
ment than educated and experienced physicians. 

On comparing the popu'ation of the United 
States with the known list of licensed medical 
practitioners it is found that each practitioner 
must obtain his livelihood from an average of 
seven hundred souls, or rather bodies. Could he 
vision the magnitude of the competition the 
would-be medical student wou'd be appalled and 
so abandon the project. Only those made of such 
stuff as the sturdy kn‘ghts which your Round 
Table so happily apostrophizes would gird on the 
armour and fight the good fight to a winning 
finish. 


INVESTMENT 


Preparation for the practice of medicine re- 
quires much more of time and money than that of 
any other vocation. Those entering the private 
practice of medicine do so at an age about twenty- 
eight, many years (at least five) beyond those in 
any other-calling. The long time of preparation 
(now seven years), the close application to studies 
(now nine months in every year), demanded in 
the medical curriculum of today; the inability to 
come into that association with older and more 
experienced practitioners that obtained in pre- 
ceptor days, brings the new physician into the field 
of active private practice practically ignorant of 
the economic and ethical problems facing him, 
and with little or no knowledge of ways and means 
properly and dignifiedly to practice his scientific 
art. A feeble effort to counteract the unwhole- 
some effects on the profession of this deprivation 
is seen in the recent establishment of lectures on 
Medical History, Ethics, and Economics required 


by the Regents of the University of the State of 


New York. 

How few physicians ever have stopped to figure 
up the amount invested, both positive and nega- 
tive in value, in the “scrap of paper”—the di- 
ploma—which secures to the owner the degree 
Doctor of Medicine, and the right to practice - 
medicine in any modern state. 

It is a well-known fact that all higher educa- 
tional institutions teach and graduate students at 
a very great financial loss, depending on gifts and 
endowments to keep the school a “going concern”’ ; 
this is particularly true of medical schools. The 
American Medical Association claims that of the 


one hundred and sixty real medical colleges exist- 
ing in 1900 only eighty-six were going concerns in 
1920, and that some of those were wobbling. That 
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while the average annual tuition charge to the 
medical studentis $150.00 plus, the average annual 
cost-is $450.00 plus per student, the high mark of 
cost being $1,200.00 plus per year—a loss of from 
$300.00 to $900.00 per year per student with no 
allowance made for the value of unpaid teaching. 
Is this good business? From these figures it is 
very evident that from an economic standpoint 
the teaching required to secure a medical educa- 
tion—the diploma granting the degree Doctor of 
Medicine—is sold at a prodigious financial loss 
that immediately would wreck any modern busi- 
ness concern. The medical student therefore 
can have no complaint of the high cost of that part 
of his preparation to practice which has to do with 
medical teaching. 

A successful American captain in industry says: 
“No man has a right to be in business unless he 
knows his costs.” From a purely economic 
standpoint this also is true of the physician. 

Considering the importance of medicine to the 
public it is inexplicable that there is such a paucity 
of statistical data regarding all the economic 
elements that enter into its practice. No authen- 
tic figures are extant; all statements regarding 
costs and returns are very difficult to obtain, in- 
determinate and extremely unreliable.. To com- 
ply with the requirements of the Regents of the 
University of the State of New York, the Medical 
Department of the University of Buffalo gives to 
the senior students several hours on the topic of 
Medical Economics. This medical school is among 
the very few actually giving such a course. In an 
effort to secure some figures covering the cost of a 
medical license for this course I was able to compile 
the following figures from data secured in 1915, 
before the era of the “high cost of living’’: 


meets positive expenditure 
~ —" tuition and fees, 4 


ent sot ays cece e 6 $ 800.00 
(b) “Books and instruments, 4 
WS 6 Se eee ros wecee eek 125.00 
(c) Maintenance 5 years—4 
college, 1 hospital........... 2000 .00 
Cash lost—negative expenditure— 
$4045.00: 
(a) ae a 5 en (age 19 
24) at $75 3750.00 
(e) ann = 4 per cent. on ; 
$2925 .00 for 23 years........ 295 .00 
RG ER ER $6970 .00 
——— with the year 1919 there 
would be added 2 years of Arts 
College work, estimated in 1915 as 
amounting toan additional cost of 3350.00 
A total capitalization for gradu- 
tion ‘in 1923, based on 1915. fig- 
NEE Nut cihah asic ads hs cx eee’ $10320 .00 


considers the normal net profit. 


The war increased living costs over one hundred 
per cent., while the value of the item “‘lost wages”’ | 
advanced as high as 400 per cent. As yet both 
have not fallen materially, therefore in 1920 $20,- 
000.00 as the capitalization of the license entitling 
the holder thereof to the right to practise medicine 
in New York is neither a fanciful nor an inflated 
sum. 

Allowing then that the physician is about to 
start the actual practice of medicine with an invest- 
ment, or expenditure, or capitalization, of $20, 
000,00: the cost of what other items must be added 
to it to determine the gross investment in the busi- 
ness of practising medicine? They are office 
equipment and transportation system. At to- 
day’s prices these items probably would represent 
not less than $5,000.00. It may be stated then 
that to begin the active private practice of medi- 
cine a capital of positive and negative investment 
amounting to $25,000.00 is required. At this 
point begins the struggle to make a “‘going con- 
cern” of the business end of the practice of medi- ~ 
cine, and so difficult is it that statements are made 
that out of one hundred graduates only ten are in 
the private practice of medicine after ten years. 


A very successful manufacturer gives the fol- 
lowing as his scheme to determine the allocation 
of the various items for a successful business of the 
year to come. From the gross value of the last 
year’s business he estimates that for the year to 
come. From this estimate he deducts what he 
Twenty per cent. 
is his average figure for net profit on ordinary 
commercial turn-over; therefore 80 per cent. of 
the estimated gross sales may be consumed in the 
legitimate expense of doing business, and allocated 


.to raw material, stock, labour, selling, amortiza- 


tion and ‘‘overhead.” At the end of the year if 
the amount allocated to each particular cost ex- 
ceeds the estimate an effort is made to determine 


the reasons why and an attempt made to correct 


the excess cost for the next year. Of course if the 
80 per cent. allowed for costs is exceeded, then the 
20 per cent. profit is reduced, and vice versa. It 


_ must be remembered that the profits are not based 


on percentage on investment but on volume of 
business. Obviously, no such method for the 
determination of the volume of business for any 
year is possible in the practice of medicine. 


Costs 


The individual physician with a capitalization 
of $25,000.00 to be a “going business concern” 
from the very first year must have an income large 








enough to cover certain practically fixed items 
chargeable against it. The United States Gov- 
ernment during the war allowed manufacturers 
starting or converting factories for munitions 
cost plus 10 per cent.; this included a certain per 
cent. for amortization and for interest upon capital 
investment. 

Applying this principle to the doctor’s invest- 
ment, he should receive yearly up to 10 per cent. 
on $25,000.00—that is, $2,500.00 as an interest 
return on the capitalization. It properly may be 
stated that the investment in the right to practise 
medicine hardly can be considered as requiring a 
yearly reduction for amortization as does a manu-* 
facturing plant or a merchant’s outfit; rather each 
year adds a positive increment, due to experience, 
to the value of the doctor’s investment. During 
the doctor’s life his investment in immaterial 
wealth is never impaired by fire or other accident, 
and never will it become a complete loss unless he 
abandons the job; yet, the estate of the doctor 
never even by a sale of good will realizes upon the 
original investment, let alone upon the intangible 
increment added by success, experience and large 
clientele of a long life. 

Another amount should be forthcoming each 
year as.a return for managerial skill in handling 
such a capital investment, the result of the many 
years of study and preparation and experience. 
This sum is an extreme varient as it depends so 
much upon personal equation. Based upon the 
values awarded to like management of a business 
-with a $25,000.00 capital, it at. least should be 
another 10 per cent. of the investment or 
$2,500.00. 

A third additional sum must be earned to cover 
annual operating and overhead expenses. This 
item includes rent, office expenses (such as light, 
heat, electricity), drugs and chemicals, replace- 
ment and repairs of instruments and surgical sup- 
-plies, transport operation and upkeep, technical 
books and magazines, and society dues—a sum 
that would foot up at least to $2,000.00. Now if 
the assumptions are correct, then each year should 
see the average physician earning from the practice 
of medicine alone not less than a total of $7,000.00; 
no net profit has yet been recovered. Mind you, 
from this sum must come the living of the doctor 
and his dependents as well as his personal expenses. 


INCOME 


What data are available in regard to medical 
incomes to prove the theoretical assumptions? 
From the United States census of 1910 an estimate 
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was made that $300,000,000.00 were spent yearly 
for medical service. -In 1915 in round numbers 
one hundred and fifty thousand graduate, licensed 
physicians were practising in the United States; 
a fair guess would add one hundred and fifty 
thousand irregular healers, and three hundred 
thousand is obtained as the total number of prac- 
titioners receiving money for medical services. 
From these figures the average annual income of 
the physician of the United States in 1915 was 
about $1,000.00. In the State of Wisconsin in 
1916 the State income tax gave $1,488.00 as the 
average annual income of Wisconsin physicians. 
In 1916 the United States federal income tax 
was paid by thirty-two of the three hundred 
physicians in the city of Richmond, Va; as the 
maximum exemption was $2,000.00, this state- 
ment leaves the inference that in 1916 the 
net income of the physicians in Richmond, Va., 
did not average $2,000.00 per year. An’ un- 
authorized, unverified statement published in 
1919, asserted that the average income of the 
physicians of the United States was $3,907.00 per 
year. In 1920, the chairman of the Committee 
on Economics of the Medical Society of the State 
of New York published a series of figures of income 
and expenditures as the result of an unverified 
survey of about 50 per cent. of the licensed pro- 
fession in the State of New York from whom were 
received about four thousand replies. The ques- 
tionnaire was so arranged that the answers fell 
under three groups, one designated as general prac- 
titioners, one as all-time specialists, and one, de- 
voting considerable time and attention to some 
specialty, as part-time specialists.. The population 
areas from which the answers came were divided 
into eight groups: the city of New York, the city 


‘of Brooklyn, each with over two million inhabi- 


tants; cities of one hundred thousand and more; 
cities of fifty thousand to one hundred thousand; 
cities of ten thousand to fifty thousand; large 
towns of twenty-five hundred to ten thousand; 
small towns under twenty-five hundred, and insti- 
tutions. The figures as taken from the August 
1920, New York State Journal of Medicine are: 


New YorK—2,000,000 plus: 


Income Expenses 
General practitioner $ 5876.92 $2355.63 
Full special. ...... 12717 .50 4280.42 
er er 9022.71 3183 .23 

BrooKLyN—2,000,000 plus: 

General practitioner 5691.35 2161.72 
Full special....... 11691 .43 3286 .80 
Part Pn bey 6269 .07 2102.90 
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Seconp Crass Citres—100,000 plus: 


Income Expenses 
General practitioner $3635.55 $1853 .58 
Full special....... 8604.16 2502 .38 
ee ce wcek 9037 .50 3011.75 


Tutrp Crass Crt1rEs—50,000 to 100,000: 


Genera! practitioner 3554.34 1004.00 
Full special. ...... 6439 .00 3375.00 
Part - 10745 .00 3687 .50 


Fovurta Crass Cities—10,000 to 50,000: 


General practitioner 4766.40 1752.70 

Full special. ...... 9101.47 3774.86 

Part. Bene 8544.33 2759, 18 
Larce Towns—2,500 to 10,000: 

General practitioner 5275.88 1729.96 

Full special. ...... 6175.00 2700.00 

Part Be ee 5776 .33 2078.75 
Smatt Towns—under 2,500: 

General practitioner 3419.68 1222.26 

Full special. ...... 3575.00 1125.00 

Part Fe ee ei 4666 .66 1466 .66 
INSTITUTIONS. ...... 4002.01 660.50 


The tables show that the average annual income 
of the “average doctor” runs in the neighbour- 
hood of $4,000.00, but that the average expense 
(about $2,000.00) only covers the last one of the 
three assumed items which an accountant would 
charge against income to determine profit and loss 
in a business concern. 

The figures quoted are of course averages, and 
not proportionate in the population areas. Among 
the large incomes reported were some at $90,000.00 
and some at.$125,000.00. As in the State of New 
York there are about fifteen thousand. licensed 
physicians, the compilation of four thousand un- 
verified patchy returns is hardly representative or 
determinate; the replies probably came only from 
those with incomes at the higher level of medical 
return as well as with both social and professional 
success. 

If the ratio of population to doctors is as seven 
hundred to one; if my assumption that $7,000. 
is required as annual income to make the doctor’s 
business a “‘going concern,” then each citizen of 
the seven hundred should have at least $10.00 in 
his annual budget for medical service. Social 
welfare workers and _ living-wage statisticians 
allow for such service in the annual budget of the 
standard family of five approximately $30.00, or 
$6.00 per person, which figure allows $4,200.00 
minus for the income of the “average doctor.” 

In 1919 the New York State medical professoin 
was violently agitated, after the then fact had be- 
come a dead issue, because they accepted without 
verification the statement that if a certain legis- 
lative bill creating state compulsory health in- 
surance became law, the doctor was bound to make 


an impossible number of daily service calls for a 
far, far less unit price—six cents I believe—than 
he was securing from the methods then operative. 
Reports of the disastrous working of the British 
Insurance Act were exhibited as horrible evidence. 
A recent article from the pen of the medical secre- 
tary of the British Medical Association states that 
about thirteen thousand doctors are taking care of 
some fourteen million individuals under the Brit- 
ish Insurance Act, or about one thousand individ- 
uals to each physician. He shows from easily 
provable statistics that these one thousand poten- 
tial patients secure to the panel doctor an annual 
income in the neighbourhood of $3,000.00, while 
the actual attendance is about 3.8 per insured 
person, of which 90 per cent. would be office items 
—a, rate about that of the pre-war fees of the 
“average doctor”; to this sum it was and is pos- 
sible to add a variable but satisfactory amount for 
private attendance. To the cool, calculating, 
scientific observer the hysterical demonstration of 
the New York doctors against a dead bogey and 
their following the lead of demagogic orators skil- 
fully using- hyperbole and half-truths must have 
raised serious doubts of the vaunted intelligence 
of the medical profession. For so learned a body 
only to have a vision only microscopic and never 
telescopic is one of the anomalies of the day and 
age. 

The figures from the various sources neverthe- 
less seem harmonious. The smaller average in- 
comes are pre-war figures; they should be doubled 
when compared with the larger post-war figures. 
However, if my assumption is right and just that 
the physician to be a “going concern” should have 
a minimum gross annual income of $7,000.00 from 
the practice of medicine alone, while available data 
go to show that probably he receives nearer 
$3,000.00, then it is fair to believe that as a money- 
making venture the practice of medicine never 
has had and never will have very great possibilities. 

That large numbers of physicians readily accept, 
even persistently and eagerly seek, cheap con- 
tracts like lodge practice, industrial insurance 
examinations, low-priced part-time governmental 
positions and many other poorly-paid medical 
services, rather forces the conclusion that the 
practice of medicine as a business venture is not a 
“going concern” for several years after the 
primary investment has been made. This lack of 
proper financial return from the old-time family 
practice may be an explanation of the rapid rise 
of spurious specialism and the increase in the num- 
ber of dangerous surgeons. . 








In industry it is an economic law that wages 
shall be in proportion to the value of the output. 
‘Applying this law to results of available data on 
the actual average medical income, and on the 
assumed theoretic necessary minimum medical 
income, it must suggest to the scientific economist 
that medical services are not very valuable. I 
ask: Does not the enormous volume of quackery 
rather support this view? 


MepicaL Economic PRoBLEMS 


Permit a digression to congratulate and com- 
mend your society in the forehanded, careful, 
broad-visioned way in which it has taken up the 
investigation of medical economic problems now 
facing the profession and the public, and in its en- 
deavour to reach proper, equitable, justifiable and 
definite solutions to put before the people and the 
government before inconsiderate mandates are 
issued. Reliable and accurate statistics on sick- 
ness incidence and care should be compiled before 
any movement to determine medical values, and 
this your committee is doing. In your considera- 
tions of the problems of state health insurance 
. and state medicine, state medicine should be 
clearly defined. Another problem is to deter- 
mine, at least within reasonable limits, the value 
of that which for want of a better name I have 
called service-value. In so far as strictly pro- 
fessional relations go, the service-value of the care 
of any disease is the same irrespective of the poli- 
tical, social or economic status of the individual 
attended. It also is obvious that the remunera- 
tion for service will depend upon those very fac- 
tors that do not enter into the make-up of service 
value. The statistics compiled from state health 


insurance activities in other countries soon will © 


work out a reasonably accurate account service- 
value for various medical and surgical procedures 
based upon which can be determined a proper 
minimum remuneration for the ‘average doctor.” 
Another problem which must be solved is the 
minimum annual income which properly shall 
compensate the “average doctor” for his capital 
investment and for his years of sacrifice, and which 
also shall permit him properly to develop and to 
live.’ To my mind the solution of the problem of 
quackery and self-prescribing is one of education 
of the public and the medical profession must be 
the teacher. That the hospital and hospitaliza- 
tion are real medical economic problems I read 
without comment a statement made on the 101st 
anniversary of the birth of Florence Nightingale 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





81 


by a lay director of a national hospital association: 
“The perfection of our hospital system has 
had the result of institutionalizing over 25 per 
cent. of medical cases and perhaps 99 per cent. 
of surgical and accident cases. It is time that 
the public in general, and not merely the hos- 
pitalized portion, learn the value of our hospitals 
as health assets.” —Buffalo Express. 


A SouutTion? 


What will be the economic outcome during the 
next few decades? The economic side of the pro- . 


fession of medicine will have to be re-adjusted in a 


very radical way, beginning with the pre-medical 
period. Some form of what for a better name 
must now be designated as “state medicine” in- 
evitably must come. The purchasing power of 
the great majority of citizens at present-day nor- 
mal wages will be inadequate properly to remuner- 
ate the “average doctor” for average present-day 
medical services, based on the doctor’s capital- 
ization. 

On the hypothesis that normal health preserva- 
tion is a dominant factor in preserving civiliza- 
tion; on the hypothesis that democratic goovern- 
ment is dependent upon a hifih average of public 
health on the hypothesis that industrial effici- 
ency is controlled by sustained individual health, 
and, on the hypothesis that the maintenance of 
such health conditions is in the hands of a propery] 
qualified and skilled medical profession—I believe 
that it is the duty, as well as the privilege, of 
governments to enlist properly qualified citizens 
beginning with pre-medical ages at a proper re- 
muneration for the purpose of creating and main- 
taining a corps of physicians who for a greater or 
less time, according to the desires and ability of the 
individual physician, shall practice medicine as 
government officers especially among those unable 
or unwilling properly to care for their sickness 
incidence and to protect the health-welfare of 
themselves and their dependents. I always have 
felt that the enormous amount of gratuitous ser- 
vice cheerfully and freely given by physicians 
in hospitals, dispensaries and elsewhere is a grave 
social injustice, notwithstanding the fact that in 
the past such service was of great value to the in- 
dividual physician in securing to him sufficient 
experience and in permitting him ethically to 
advertise. I believe that the unjustly low remun- 


eration of the “average doctor” and the high 
financial cost of his preparation are in large 
measure the exciting causes for the acceptance of 
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contracts that lower morale, and, for such unethi- 
cal unwise, if not illegal arrangements as the split- 
ting of fees, lodge practice and like contracts. I 
firmly believe that within a relatively short time 
if the economic side of the physicians’ calling is 
persistently ignored new alignments will take 
place, such as diagnostic-therapeutic groups, both 
extra- and intra-institutional, that will rival 
quack institutions. 

To the student group that I annually address, I 
say: “Do nothing to belittle the value of medical 
attendance; so act that those served will appreci- 
ate the service-value of the service rendered and 
will recognize that the remuneration is inade- 
quate.” I tell them that it makes no difference 
as to what the actual charge is in dollars and 
cents, providing so great a demand is created for 
the service by the quality thereof that one quickly 
passes from the position of an apprentice through 
that of a fellow-craftsman to that of a master. 
I emphasize that once a master’s position is 


The Spirit of Revolt—Psychologists today 
are more concerned with the changing spirit of 
mankind than with any other psychologic problem. 
The literature on the spirit of revolt, of restless- 
ness, of lawlessness and of radicalism is daily be- 
coming greater. The subject is engaging the at- 
tention of our greatest minds. Thus, James 
M. Beck, Solicitor-General of the United 
States, devoted the presidential address be- 
fore the annual meeting of the American 
Bar Association, held recently at Cincin- 
nati, to this subject. There is throughout the 
world today, he pointed out, a revolt against the 
spirit of authority. Pending criminal indictments 
in federal courts have increased from 10,000 in 
1912 to more than 70,000 in 1921. The losses 
from burglaries repaid by casualty companies 
have grown in amount from $886,000 in 1914 to 
over $10,000,000 in 1920. The streets of our 
cities are as unsafe as were the country roads in 
the days of Dick Turpin and Jack Sheppard; and 
murder, the most serious of all crimes, is so fre- 
quent as to excite hardly passing attention. In 
New York, according to Mr. Beck, there were, in 


secured the actual money, wages or income is 
sure to grow by leaps and bounds, for then the 
quality of such service is not of the type peddled 
on every street corner; that to attain and to re- 
tain a master’s position requires continuous 
sacrifice for years, but that it results in all that the 
most optimistic could desire; that one should 
never envy but ever emulate a more successful 
medical friend, should always remember that the 
common laborer is, even if poorly paid, of great 
importance in industry, as no project can be 
completed without his help. 

Hard unremitting toil little relieved by the 
amenities of life is the economic law of medicine 
for.every physician who desires truly to become 
successful; to become the master artist in the 
greatest of professions demands that one’s motto 
shall be “I serve.” Says Chaucer: 

“With us ther was a Doctour of Phisik, 

In all this world ne was ther non him lik.”’ 


1917, 236 murders with only sixty-seven convic- 
tions; and in 1912, 221 murders and seventy- 
seven convictions; and in Chicago, in 1919, there 
were 336 murders and only forty-four convictions. 
If these facts so near home arouse pessimism, 
how much more serious is the world-wide preva- 
lence of political revolts, enormous uprisings 
against constituted authority in numerous coun- 
tries, strikes involving hundreds of thousands of 
men, and vast fortunes wasted in the pursuit of 
pleasure. In searching for the cause of the situa- 
tion, Mr. Beck traces it not only to the rise of 
individualism which began in the eighteenth 
century and which had steadily grown with the 
advance of democratic institutions, but also to 
the prodigious development in invention and 
mechanical aids to human achievements so that 
everything points to quantity of production rather 
than quality. Man has become a tender of 
machines rather than a constructive thinker. The 
increase in potential of human power has not been 
accompanied by a corresponding increase in the 
potential of human character.—Jour. A.M.A., 
October 8, 1921. 
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A CALL-IN REPORT ON THE LATE RESULTS OF SURGICAL 
TREATMENT OF CONSTRICTING BANDS OF THE 
LARGE INTESTINE TERMINAL ILEUM* 


W. A. BicELtow, M.D. 


Bigelow Clinic, Brandon, Man. 


DO not wish to discuss the subject of intestinal 
stasis, but simply to present a report from our 
clinic of the end results of one hundred and five 
cases operated upon for intestinal bands or 
membranes. Last winter we determined, if 
possible, to get in touch with all “constricting 
band” post-operative cases, and find out, by call- 
in report cards, what had been accomplished by 
operation. One hundred and forty-seven ques- 
tionnaires were sent out, and one hundred and 
five responses were obtained. Thirty letters 
were returned “uncalled for,’ leaving twelve 
who did not respond. These reports gradually 
drifted in, and, as it became evident that the 
results would be more satisfactory than anti- 
cipated, we decided to summarize them for 
presentation before this Association. 
1.—Selection of cases. Much care was devoted 
to the reading of the histories, and to a critical 
study of the diagnosis and operative findings in a 
large series of cases in which intestinal banding 
was present. This was done with the purpose 
of eliminating al! band cases associated with 
gall-bladder disease, acute or sub-acute appen- 
dicitis, tuberculous peritonitis, and with gynzco- 
logical pathology. Duodenal band or membrane 
cases were also excluded from the report. We 
recognize well the difficulty of eliminating the 
appendix as the active source of the trouble, but 
no report card was sent out where an acute or 
sub-acute appendix was anywhere evident. 
2.—Diagnosis. The diagnosis in all the cases 
reported was made by Dr. Carter in connection 
with his regular routine examination of the 
gastro-intestinal tract by the z-ray opaque 
enema and opaque meal. The investigation, 
however, did not stop at the x-ray room. All 
were carried through a complete examination hy 
the various members of our Clinic, and a final 





*Read at the annual meeting, Man‘toba Medical Associ- 
ation, Wirnipeg, November 9, 1921. 
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diagnosis made of “constricting bands”’ of some 
part of the large intestine or terminal ileum. 
3.—Main subjective symptoms. In order of their 
frequency, the main subjective symptoms are 
classified as follows: 


Table I.—Main Symptoms 


(1) Loss of ambition, easily tired, weak, etc., 
nearly all; (2) abdominal pain, 65 per cent.; (3) 
obstinate constipation, 42 per cent.; (4) headache, 
13 per cent.; (5) gas tumour, 12 per cent.; (6) 
nausea, 8 per cent.; (7) slight urinary disturbances 
accompanied by colon bacillus culture from the 
urine, a few cases. 

I am sorry we have not*had time to ascertain 
the exact percentage of the 105 operated cases 
which gave colon culture from the urine. 

4.—Clinical findings. As stated above, all 
these cases, as demonstrated by the x-ray, using 
the barium enema and meal, showed definite 
constricting bands of some part of the large bowel 
or terminal ileum. 


(a)—The location of bands and the order of 
frequency of their occurrence is shown in Table 2. 
It will be noted that the cecum and ascending 
colon were affected in 79 per cent. 


Table II.—Location of Bands 


Sigmoid and descending colon, 9 per cent.; 
splenic and hepatic flexures and transverse colon, 
9 per cent.; terminal ileum alone (Lane Kink), 3 
per cent.; cecum alone, 22 per cent.; ascending 
colon alone, 3 per cent.; terminal ileum and 
ceecum, 20 per cent.; cecum and ascending colon 
26 per cent.; terminal ileum, cecum and as- 
cending colon, 7 per cent.; cecum to transverse 
colon, 1 per cent. 


(b)—Aitiology and pathology of bands. It is 
not my purpose to discuss the etiology and path- 
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ology of these bands. You are all familiar with 
their gross appearance on opening the abdomen. 

(c)—Localized tenderness over the banded area. 
This was demonstrated in 40 per cent. of the 
cases. Thirty-two per cent. showed right-sided 
tenderness, and eight per cent. left-sided. 

(d)—Secretory digestive disturbances. Over 87 
per cent. showed secretory digestive disturbances, 
as indicated by the amount of free HCL measured 
after a 50-minute Boas test meal. Hyperacidity 
was present in 59 per cent. of the cases, while 38 
per cent. showed lessened free HCL. 

(e)—Secondary anemia. ‘Twelve per cent. gave 
an average red cell blood court of less than four 
million. 

(f)—Leucocyte count. 
cell count was 7400. 

(g)—Duration of symptoms. The average dura- 
tion of symptoms was four years. 

(h)—Pathological report on removed appendices. 
It is interesting to note that the pathological 
report, made by Dr. Peirce on many of the ap- 
pendices, removed during the band-severing 
operation, showed no evidence of disease. In a 
few of the cases, however, the appendix acted as 
an immobilizer, and by its fixation, produced 
banding of the cecum and ascending colon. It 
is to be regretted that all appendices removed 
were not sectioned in‘the laboratory. 

5.—Analusis of reports received. In the ques- 
toinnaire sent out the following details were 
asked: (1); Are your symptoms any better? (2) 
Are your symptoms much improved? (3) Are 
your symptoms completely relieved? (4) What 
changes have been noted in a Digestion; b 
Pains in abdomen; c Bowel movements. 

The history number was placed on each card, 
so that as soon as the report was returned it was 
filed away with the history and the operation 
record. The classified analysis of the reports 
received is shown in Table 3. 

The results in the way of symptom relief are 
sufficiently noteworthy to challenge the attention 
of anyone interested in the surgery of the patho- 
logical abdomen. Especially is this true when it 
is noted that fifteen per cent. of these operated 


The average white blood 


cases had had the appendix removed at a former 
operation without relief from the symptom com- 
plaint. 


Table III.—Analyses of 105 Reports of Operative 
Results 


General symptoms—Completely relieved, 37 per 


-cent.; much improved, 45 per cent.; improved, 15 


per cent.; no better, 3 per cent. 

Individual symptoms—(a) Digestive disturb- 
ances: Completely relieved, 74 per cent.; partly 
relieved, 23 per cent.; no better, 3 per cent. 


(b) Pain in abdomen: Completely relieved, 62 
per cent.; partly relieved, 34 per cent.; no better, 
4 per cent. 


(c) Constipation: Completely relieved, 68 per 
cent.; partly relieved, 20 per cent.; no better, 12 
per cent. 

Fifteen per cent. of these cases had appendix 
removed previously... 


6.—The operation. In none of the cases was a 
short-circuit operation or a czeco-sigmoidostomy 
done. The following points in the operative tech- 
nique we regard as particularly important: The 
careful freeing of all kinks, and the cutting away 
of all bands; particular care to stop all bleeding 
points on the bowel wall, using very fine catgut 
and cutting the ends very short; careful applica- 
tion of a good layer of vaseline over the banded 
area; occasional longitudinal stitching of periton- 
eum over the raw areas; occasional covering of raw 
areas with detached omentum. The bowels are 
moved ‘the day after operation, if possible. 
Kserine (gr. 1-100) is given three times a day for 
one week. Position of patient changed frequently. 
The bowels are filled daily with largeenema. Pa- 
tient is usually placed sitting up with back rests 
and pillows on the third day. 

7.—Subsequent examination. The majority of 
these cases are given a barium enema after leaving ' 
the hospital and a fluoroscopic study made of 
operative results. It has been generally a source 
of great satisfaction to receive the report that 
colons which previously showed delay from bands 
now fill normally. 
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LESSONS LEARNED FROM A STUDY OF THE GALL BLADDER* 


F. N. G. Srarr, C.B.E., M.B., F.A.CS. 


Surgeon, Toronto General Hospital, Toronto 


T is my desire to-day to discuss with you some 
of the phases of gall bladder disease and its 
treatment, not wholly from the standpoint of the 
surgeon, but as one practitioner with another. 
Perhaps I may be of some help to you in your 
problems; and I know, if you will but talk, that 
you can be of a great deal of help to me. 

First of all, let us clear the stage from such 
useless and antique furniture as the terms ‘acute 
indigestion,” ‘“‘gastralgia,” or ‘neuralgia of the 
stomach.”’ Those are terms for which no gastric 
pathology can be defined, and you know and I 
know when they are used that we are but cloaking 
our ignorance in order to hoodwink ourselves as 
well as our patients! When a patient consults 
me and with a long face tells me he has recently 
recovered from a severe “neuralgia of the stom- 
ach.” I invariably enquire who his medical at- 
tendant is, in the hope that such an one did not 
pass through my classes when I taught anatomy. 
Think for one moment, gentlemen! Are there 
any sensory nerves, as such, going to the wall 
of the stomach? There is the pneumogastric 
nerve, it is true, but does damage to it cause pain? 
I think not, for upon opening the abdomen under 
local anzsthetic one may handle the stomach 
with impunity—may even excise portions of it 
without pain, provided one. does not pull upon or 
pinch the mesentery in which there are sensory 
nerves. Then how in the wide face of time can 
there be a “gastralgia’”’? 

If a patient has severe pain in the upper abdo- 
men, there must be pathology, and it behooves 
us to be a little more painstaking in our methods 
of examination and to endeavour to determine 
what that pathology is. 

In the place, then, of this discarded antique 
furniture, let us put acute and chronic cholecys- 
titis, with or without gall stones; acute and chronie 
pancreatitis, associated with gall bladder disease, 
rupture of a viscus, as well as a possible cancer. 
I want to make it clear that in order to diagnose 
cholecystitis there need not be a history of gall 
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stone colic, for the gall bladder may be a “hell- 
deserving sinner” for many years before gall 
stones, pancreatitis or cancer develops. If it-is 
discovered sufficiently early and dealt with, these 
more serious death-dealing diseases will be pre- 
vented. 

In our series of operations for gall bladder dis- 
ease during 1920, only 5.2 per cent. had jaundice 
or a history of previous jaundice, so that we don’t 
look upon this as a necessary factor in arriving at 
a conclusion. If it is present, or if there is a his- 
tory of it, of course it materially assists us in 
arriving at a decision. 

The taking of an accurate history is essential, 
and with a little patience and perseverance the 
patient will so accurately describe his condition 
when he gets through telling about “it”? and when 
one finally discovers what he means by “it” that 
he will lead you by easy stages to the location of 
his pathology. Just here let me say that the 
taking of a good history is an art—the interpre- 
tation of the history, is, however, a science. If 
one is careful and accurate, sooner or later the 
patient will “let the cat out of the bag” and lead 
one to an interpretation of the correct pathology. 

This paper is based largely upon the replies to 
a questionnaire recently sent out to our gall 
bladder cases operated upon in 1920. One of the 
first things to which I wish to draw your attention 
is that gall bladder disease does not belong to 
advanced years—the average age at the time of 
operation was 41 years, the youngest was 16 
years, and she had gall stones; the oldest was 77 
years. In going into the histories of these cases, 
however, we find that thirteen per cent. had pain, 
headaches and bilious attacks before 10 years of 
age; an additional 10.4 per cent. between the ages 
of 11 and 16 years; an additional 14.2 per cent. 
between 17 and 25 years; 10.4 per cent. from 25 
years on; or 36.6 per cent. had symptoms before 
25 years of age.. What does this mean? It 
means that these people were suffering from chol- 
ecystitis, but treated for “stomach trouble” and 
what not, dosing with all sorts of nauseous drugs 
for years before a definite determination was made 
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to get rid of the disease. It is a very grave ques- 
tion if the cases operated upon years after the 
initial symptoms have occurred will ever be en- 
tirely and continuously free of discomfort, hecause 
of the associated pathology that has occurred in 
the liver or the pancreas from a spreading in- 
flammation, and even in the stomach from repeat- 
ed reflex spasm. 

Some patients complain of pain and refer it to 
the right costal margin, others to the epigastrium, 
and associated there with pain also in the lower 
dorsal region. In 9 per cent. there was a dis- 
taste for food. In 18.1 per cent. there was a fear 
of eating, because of the consequences. In 24 
per cent. the appetite was good. We have ob- 
served in many cf these cases that the 8th, 9th 
and 10th dorsal roots on the right side are tender 
to pressure, and if the condition is acute, there is 
a definite hyperesthesia not only just below the 
right costal margin, but also over this area. Very 
often the patient volunteers the information that 
he hesitates to take a long breath because of the 
distress that it creates. Sixteen per cent. com- 
plained of constant distress within one-half to 
one hour after eating. In 3.8 per cent. only did 
this distress depend upon the size of the meal, 
and the same applies as to the time of taking it, 
but in 22.7 per cent. the distress occurred depend- 
ing upon the kind of food taken, especially fats, 
or fried food, and in a few of these, vegetables. 
In 32.4 per cent. the chief cause of complaint was 
gas on the stemach, scmetimes beginning while 
eating, often preceded by nausea, frequently in 
from fifteen minutes to cne hour after. Often a 
patient with chronic gall bladder inflammation 
sits down to the table with a good appetite, but 
the sight of food causes nausea. In 32.4 per cent. 
there was constipation. In only one case was 
there diarrhoea—while this occurred, there were 
exacerbations of pain in the upper abdomen. 
Seventy-two per cent. of the constipation cases 
were relieved by the removal of the gall bladder. 
In 29 per cent. there was a history of mucus in 
the stools. Of these, 65.2 per cent. have been 
entirely relieved of their so-called ‘mucous col- 
itis.”’ 

The x-ray gives but little help in arriving at a 
diagnosis, except in a negative sense. Even if 
gall stones are present, it is only in about 6 per 
cent. of cases that they are of sufficient density 
to cast a shadow. There is, however, a hyper- 
motility of the stomach in about 65 per cent. of 


the cases of gall stones. Not infrequently when 


the gall bladder is distended it will cause pressure 
upon the duodenal gap, and this gives one some 
assistance. 

From this study, from previous analyses of 
cases, and from animal experiments, one is con- 
vinced that inflammation of the gall bladder 
begins in early life. From cbservaticn at opera- 
tion, I have become convinced that in some cases 
stones develcp; in others there develops local or 
generalized liver cirrhcsis, and in about 6.2 per 
cent. of others, chronic pancreatitis. When 
stones develop, and the gall bladder cortaining 
them is removed—providing they are not also 
present in the hepatic and common ducts—the 
result is as a rule satisfactory. If there are stones 
in the hepatic or common duct, these must also 
be removed and the common duct drained. Even 
then stenes may recur. When liver cirrhosis has 
developed, one must be more or less guarded in 
the prognosis, as it is doubtful if this fibrosis can 
ever completely clear up, even when the cause has 
been removed. Hence such patients are prone 
to suffer from some digestive disturbance. 

Now with reference to pancreatitis. Archibald 
has shown that the ampulla has a sphincter. We 
know an acute pancreatitis may occur as a result 
of an impacted stone in the ampulla of Vatter, 
but what is the explanation of a low grade pan- 
creatitis in these chronic cholecystitis cases? Of 
course there must be some reason why the bile, 
in the absence of stone in the ampulla, finds its 
way into the pancreatic ducts. I know that 
spasm of the neck of the gall bladder does occur, for I 
once had my finger caught and held so tightly 
that to have withdrawn it would have meant 
tearing cut the gall bladder and its duct. It was 
necessary to wait until the patient was deeply 
anzsthetized before I could release my finger. Is 
it not conceivable that a spasm may occur simul- 
taneously at the neck of the gall bladder and at the 
ampulla, when the bile, with great force, would be 
driven up the pancreatic ducts? 

If one has once seen acute hemorrhagic pan- 
creatitis, he will not readily mistake it on a future 
occasion. The vomiting, the acute suffering 
from violent epigastric pain, the cyanotic pallor, 
the appearance of shock, often unrelieved except 
by an anesthetic, can rarely be confused with any 
other acute abdominal condition. 

From this violent type of pancreatitis there 
must of course be all sorts of gradations, just as 
in any other type of inflammation, and these be- 
come more and more difficult to interpret as they 
lessen in severity. 





The pain is epigastric and a little to the left of 
the mid-line; the patient can frequently put his 
finger upon the point of maximum pain. 
has pointed out as a sign of cholecystitis the fre- 
quency of a tender point ‘“‘in the colon’”’ above and 
to the left of the umbilicus, but then the colon is 
rarely to be found there. The tender point is 
over some part of the pancreas, and of course 
associated with it is the cholecystitis. One must 
guard against mistaking acute perforation of a 
viscus for an acutely inflamed pancreas. 

If there have been repeated attacks and the 
pancreas is in a state of chronic inflammation, 
there frequently develops a pigmentation of the 
skin known as “hemochromatosis.”” There is 
also a loss of appetite, often nausea at the sight of 
food, with gastric discomfort coming on an hour 
or so after meals. 

In addition to that and a history of frequent 
gall stone attacks, one has to depend largely upon 
functional diagnosis;for example, when the in- 
ternal and external secretions are involved, there 
will be only a partial use of protein and fat, hence 


the carbohydrates absorbed go out as glucose in’ 


‘the urine. If the external secretion alone is 
affected, muscle fibre and fat appear in the stools, 
because the digestion of protein and fat is inter- 
fered with. 

Some people lay stress on the use of Sahli’s 
glucose test, and some on Schmidt’s nucleus test. 
These are very elaborate and are so full of sources 
of error that by the time the case is fully diagnosed 
by our medical friends, the symptoms and signs 
may have become those of an impending autopsy 
rather than of a curable surgical condition. 

When the upper abdomen is opened, there is 


such a close association from the developmental . 


side between the stomach, pancreas, liver, gall 
bladder and ileo-cecal region that one, if he is to 
do the best for his patient, must make a careful 
survey of the whole ground. One may often finda 
localized lobule in the pancreas. It is not suffi- 
cient to find a kinked appendix, or a thickened 
gall bladder, or a few gall stones, and deal with 
that only; but one must carefully inspect the 
pancreas and deal with it, or the other organs, as 
occasion may demand. More than once I have 
found it necessary to remove the appendix and 
the gall bladder, deal with a duodenal ulcer, and 
do a gastro-enterostomy, as well as drain the 
cystic duct. 

By that I don’t mean draining it to the outside, 
but into the duodenum. To my mind one of the 
most absurd procedures in surgery is the drainage 


Rolph- 
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of the gall bladder, because there is pathology in 
the pancreas due to gall bladder disease. If there 
is a pathological condition in the gall bladder, 
remove the bladder, but leave a small collar at 
the neck, and through this funnel pass a small 
catheter through the cystic duct to the common 
duct, and thence to the duodenum. If the cystic 
duct is fibrosed, then open the common and carry 
a small catheter into the duodenum. This will 
not only provide for free drainage of bile into the 
duodenum, but gives one a great opportunity for 
administering nourishment such as saline, glu- 
close, or peptonized milk, directly into the upper 
intestines, as I suggested twenty years ago (1). 
If left in the duodenum long enough, the sphincter 
will be fixed, and the possibility of spasm very 
remcte. 

It has been demonstrated that if the pancreatic 
ducts are blocked, it is useless to try to transplant 
them into the bowel. There is no peritoneal 
covering, and they atrophy and slip out. In such 
a condition one must prepare an intestinal loop 
and make a block transplant of the head of the 
pancreas with its ducts. 

One is often astonished at the results of treat- 
ment of pancreatitis. For instance, one patient 
who had had asthma for many years was freed of 
her abdominal condition, and entirely relieved of 
her asthma. Even in the cases in which the 
hemochromatosis has been a striking feature, 
one is gratified to find it gradually disappear. 

In addition to the improving of the pancreatitis, 
some rather unusual symptoms were completely 
relieved by removal of the gall bladder, as for 
example, pain about the rectum, associated with 
mucus in the stools. In one case of rheumatism 
that also had mucus in the stools, the mucus 
condition was relieved, though the rheumatism 
is not entirely gone. 

In the 1920. series, five died. One with pul- 
monary embolus ten days after operation; one 
with ruptured gall bladder, pancreatitis and peri- 
tonitis; one had associated acute pancreatitis; one 
developed an acute dilatation of the heart 18 
hours after operation; one died from pure cussed- 
ness and a lack of will to recover. He had an 
associated callous duodenal ulcer, for which 


gastro-enterostomy was done. 

In the 1920 series there were stones in 42 per 
This 
israther more than the average in previous studies. 
There was one ¢ase of cancer of the gall bladder 
—and this would have been prevented had his 


cent. of the cases of chronic cholecystitis. 
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“symptoms” been properly interpreted before 
the cancer developed. There were 6.2 per cent. 
chronic pancreatitis. 

The department of pathology reports one nor- 
mal gall bladder removed, but clinically it was 
thick-walled, with palpable glands along the 
duct, and adherent at the fundus to the duodenum. 
The symptoms have been entirely cleared up by 
the operative procedure, so that my conscience 
is clear. 

To recapitulate, then:— 

(1) Eliminate from vocabulary terms that have 
no pathological basis. 

(2) Take an accurate history and interpret 
carefully. 
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(3) To make a diagnosis, don’t wait for an 
atttack of gall storie colic, or of jaundice, for there 
may be cholecystitis long before either occur. 

(4) Make a careful physical examination, 
looking for ‘tenderness under the right costal 
margin, associated with tenderness over the 8th, 
9th and 10th dorsal roots. 

(5) In this way intelligent treatment may be 
instituted earlier, and the mortality statistics 
lowered, to say nothing of the fact that a healthy 
man is an asset to the community, as compared 
to one who is semi-invalid. 


(1)Canadian Journal of Medicine and Surgery, 1900. 


THE OPERATIVE TREATMENT OF VESICO-VAGINAL FISTULZ 


A. C. Henprick, M.A., M.B., F.R.C.S. 


Toronto 


Causation of fistule. 

I.—Fistule of puerperal origin. These are im- 
portant and the following are the more usual 
causes: 

(a) Long-continued pressure of the presenting 
part in impacted labours. The pressure may 
bring about such lowering of the vitality of the. 
parts concerned as to allow of infection and nec- 
rosis of the tissues. 

The impaction may be due to: 

1.—Pelvic contraction. 

2.—Hydrocephalus. 

3.—Impaction of the breech. 

Contributory causes are: 

1.— Neglect to empty the bladder and to keep it 
empty during labour. 

2.—Too long delay in delivery—but even im- 
paction of three or four hours may suffice to do 
sufficient damage. 

(b) Faulty technique: 

1.—Abuse of the use of the obstetric forceps 
either bruises or causes lacerations. 

2.— Faulty use of certain instruments, e.g., per- 
forator or decapitating hook. 

3.—Sharp points of the cranial bones after the 
operation of craniotomy. _ 

(c) Obstetric operations: 


1.—Vaginal eesarean section. 
2.—Symphysiotomy. 
‘3.—Criminal abortions. 

II. Fistule of Non-Puerperal Origin. 

(a) Infective: 

1.—In the later stage of malignant disease. 

2.—From vesical calculi. ; 

3.—Specific ulceration, e.g., syphilis and tuber- 
culosis. 

4.—The pointing of an abscess. 

(b) Accidental fistule: 

1.—Wounds, e.g., accidental. 

2.—Foreign bodies in the vagina, e.g., pessary. 

3.—Procidentia uteri with cystocele and ulcera- 
tion. 

III. Post-operative fistule: 

1.—After pan-hysterectomy, -for carcinoma of 
the cervix. 

2.—Palliative operations, e.g., 
cauterizing for malignant diseases. 

3.—Effects of radium. 
The varieties of fistule, classified according to their 
position: 

1.—Urethro-vaginal. 

2.— Vesico-vaginal. 

3.— Vesico-cervical. 

4.—Uretero-vaginal. 


scraping or 


* 


5.—Uretero-cervical. 
Anatomy of fistule: 


It is important to review the anatomy of the 
regions concerned. 

The vagina: The vagina is a dilatable membran- 
ous passage extending from the vestibulum vagi- 
nz to the uterus, the neck of which is embraced 
by it. : 

It passes downwards and forwards, usually 
parallel to the plane of the pelvic inlet. The 
anterior and posterior walls are in contact. Its 
widest diameter is opposite the lateral fornices 
and measures 5 ¢.m. 

The vagina reaches higher on the cervix 
behind. There are certain landmarks on the 
vaginal walls which are important. These are 
the columne rugarum. 


The anterior columna extends from just above’ 


the hymen, about a third of the way up the an- 
terior wall. This corrugated ridge—the carina 
urethralis vagine-marks the area of the anterior 
wall of the vagina which is in contact with the 
urethra, and is an important area to recognize. 
Behind this area, which is marked off by a well- 
defined transverse ridge, the anterior vaginal wall 
is smoother and more spread out and marks the 
area in contact with the trigone and the vase of 
the bladder. 

A useful rule is that the lower third of the an- 
terior vaginal wall, distinguished by the longi- 
tudinal and transverse ruge or carina urethralis 
vagine, is in contact with the urethra and closely 
bound to it by the urethro-vaginal septum. 


The middle third of the anterior wall of the 
vagina, which is smooothery than the lower third, 
is in contact with the trigone of the bladder, but 
not so firmly attached as the region of the ure- 
thra or carina urethralis vagine. 

The upper third of the anterior wall, almost 
one inch in length, is in contact with the base of 
the bladder above the trigone, by looser areolar 
tissues. 

These facts—that the middle and. upper third 
of the vaginal anterior wall are loosely attached to 
the bladder by areolar tissues—is taken advan- 
tage of in any stripping operation, e.g., anterior 
colporraphy, or radical cure of cystocele as one 
always begins to do the separation at the upper 
portion of the vagina. 


Relations of trigone of the bladder to anterior 


vaginal wall: 


The trigone is about one inch on each of its 
The termination of the carina ure- 


three sides. 
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thralis vaginz: on the lower third of the anterior 
vaginal wall marks the level of the urethral open- 
ing in the bladder. 

An equilateral triangle with one apex at the 
urethral opening, and sides of one inch, would 
mark the openings of the ureters in the bladder. 

But two other important facts are to be re- 
called: (a) The vagina has no sub-mucous coat, 
and its mucous membrane is firmly attached to 
the muscular coat; (b) the bladder has a sub- 
mucous coat between the muscular coat and the 
mucous membrane. This sub-mucosa of well- 
marked areolar tissues and very vascular is inti- 
mately connected with the mucous membrane, 
but loosely to the muscular layer of the bladder, 
except over the trigone area, where it is more 
firmly attached. Hence while there is no 
danger of stripping the mucous membrane from 
the muscular coat, in the case of the vaginal walls 
there is great danger of doing so in the case of the 
bladder, especially in the region of the base. 
Hence one must be careful to keep in the fascial 
plane and not strip the mucous membrane of the 
bladder from its muscular coat. 

This ‘anatomical fact in regard to the structure 
of the bladder wall explains why there is often 
prolapse of the mucous membrane of the bladder, 
through these vesico-vaginal fistule. 

Relation of the ureters to the vagina: 

The ureter is about 15 m.m. lateral to the cer- 
vix, crossed above by the uterine artery. It then 
passes near the lateral fornix of the vagine to 
reach the interval between the vagina and the 
bladder. 

It reaches the anterior vaginal wall about on 
the level of the lower edge of the anterior lip of 
the os uteri, or about the junction of the upper 
third with the middle third of the anterior vag- 
inal wall, and is adherent to the vaginal wall at 
the lateral fornix. 

The ureters pass obliquely through the bladder 
wall lying beneath the mucous membrane for. 
some part of their intramural course, which ex- 
tends altogether for three-quarters of an inch. 

The above are the usual relations of the ureters; 
certain variations in the course may occur, but 
this is not important since the ureters are always 
defined before operations by the passage of the 
ureteral catheter. 

Operations for vesico-vaginal fistule: 
1—Preliminary preparations. 

vaginitis must be cured first. 
2.—Time to operate. When the fistula is the 

result of an accident at delivery or operation 


Cystitis and 
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(Wertheim’s), six weeks is the limit to wait. If 
the fistula does not close spontaneously in that 
time, operate. 

3.—Posture of patient. (a) The exaggerated 
dorso-lithotomy position, or (b) Bozeman position 

Methods of operating. There are many methods 
advocated, but a modified flap-splitting is the 
best and most useful. 

Essentials to success in operation. 


1.—Wide separation of the vaginal wall from 
the bladder wall, being careful, however, not to 
split the bladder mucous membrane from its 
muscular coat. This will not happen in the case 
of the vaginal wall, since it has no sub-mucosa. 


2.—Define ureters by catheters passed in them. 

3.—Use only plain catgut for the first line 
sutures, not silk. 

4.—Be sure the bladder mucous membrane is 
not pouting into the suture line. 

5.—Have a good projection into the interior of 
the bladder of the sutured tissue. 

6.—Use round-bodied non-cutting needles. 
Methods in flap-splitting: 

1.—The first suture unites the mucous mem- 
brane by means of the Connell suture, or the 
method where the needle is entered on the mu- 
cous membrane surface, such as is used in the 
operation of gastro-enterostomy. The suture is 
plain catgut. 

2.—The second suture in the mucous mem- 
brane is Cushing’s suture of No. 1 chromic. 


Mortality in Placenta Previa.— Kellogg 
(Boston Med. and Surg. Jour., October 13, 1921) 
summarizes the mortality in planta previa for 
the last twenty-five years at the Boston Lying-in 
Hospital. By early and more prompt treatment 
and the resort to conservative methods of delivery 
by Braxton Hicks’s version and the uses of the 
bag, to the exclusion of manual dilatation and 
extraction, the maternal mortality has been 
reduced from 20 per cent. to 6 per cent., there 
being 55 cases without maternal mortality, the 
foetal mortality of 48 per cent. remaining practi- 
cally the same as with less conservative methods. 
Though probably nothing can prevent death in 
cases reaching hospital pulseless and moribund, 


3.—The third suture closes the vaginal mucous 
membrane by continuous chromic suture. 
A modified flap splitting. 

When the fistula is situated high up in the 
vagina the following method is useful. 

Make a circular incision, excentric to the fis- 
tula, about 7 m.m. to one side and 12 m.m. to the 
other, through the vaginal mucous membrane. 
Then dissect up this island of vaginal mucous 
membrane to within two or three m.m. of the 
edge of the fistula. A collarette is thus formed of 
vaginal mucous membranes, adherent to the fis- 
tula border by a circular pedicle. 

This collarette is invaginated into the fistula 
opening by means of the stitches with the needle 
entering on the surface to be invaginated. Result 
—the vaginal mucous membrane comes to face the 
cavity of the bladder and its raw surface the 
vagina. Follow this with Cushing’s suture of 
fine chromic gut, and then close the vaginal 
mucous membrane over this surface. 

At the conclusion of the operation the vaginal 
suture lines are painted with iodine solution and 
the vagina lightly packed with gauze. 
After-treatment. 

1.—Patient kept in bed for two weeks. 

2.—Catheter is passed every 3 or 4 hours, 
night and day, for one week. 

3.—Urinary antiseptics are given. 

4.—Plenty of fluids and light diet. 

5.—Mild purgation and oil enema are employed 
to avoid strain. 


it is possible that some might be saved by packing 
the cervix and vagina, putting a waist tourniquet 
over the uterus, transfusing and combatting 
shock for several hours before attempting delivery. 
Though theoretically Braxton Hicks’s version is 
indicated in non-viable children and bags in 
viable, the results for the latter have been as good 
with Braxton Hicks’s version as with bags, ‘and 
this is the method of choice in rural districts. 
Pituitrin is valuable in marginal varieties where 
there is a floating head with inadequate pains, by 
producing enough contraction to force the head 
down and so control bleeding, as happened in two 
instances which then delivered themselves nor- 
mally. 
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CIRCUMSCRIBED SYPHILITIC ULCER OF THE STOMACH: 
REPORT OF A CASE* 


GrorcE B. Eusterman, M.D. 


Section on Gastro-Enterology, Mayo Clinic, Rochester, Minnesota 


HE last of my three previous articles on the 
subject of gastric syphilis contained a sum- 
mary of observations and conclusions based on a 
series of fifty-five cases. Since that time ten 
more cases have been added to the list. The case 
in this report represents an unusual type. A care- 
ful study of the material mentioned disclosed out- 
standing characteristics as follows: 
1.—Organic gastric syphilis is rare even in ad- 
vanced stages of systemic syphilis. The average 
age incidence is between thirty-five and forty 
years, the average duration of symptoms about 
two years, and the average duration of the infec- 
tion about twelve years. In contrast, the average 
age of the patients with chronic benign calloused 
ulcer is forty-five years, with symptoms on an 
average of from nine to ten years; the patient with 
cancer averages fifty-four years, with symptoms of 
two and one-half years’ duration. Exclusive of 
the patients with heredosyphilis and the advanced 
obstructing hour-glass types, cachexia is rare, 


anemia is not marked, and invariably, a gastric 


tumour is not palpable. 

2.—There is no symptomatology characteristic 
of the lesion, and variations in the clinical picture 
depend largely on the site and extent of the in- 
volvement. Localized involvement of the py- 
lorus with or without stenosis and with free 
hydrochloric acid and enzymes in the gastric 
secretion may simulate benign pyloric ulcer; in 
obstructing hour-glass conditions the patients 
usually have considerable pain, and vomiting 
soon after taking food; in the contracted and de- 
formed types there is distress, pain, and symptoms 
in proportion to the nature and amount of the 
food taken. The symptoms in the main closely 
approach those characteristic of a slowly pro- 
gressive form of scirrhous carcinoma. The symp- 
toms common to all the cases were a fairly marked 
progressive course, pain soon after eating in- 
variably associated with nausea and vomiting, 





*Presented before the Western Ontario Academy of 
Medicine, London, Ontario, May, 1921. 


absence of hemorrhage, maintenance of ap- 
petite in the majority of cases, and marked loss of 
weight without definite cachexia. Achylia was 
present in more than 80 per cent. of the cases; in 
20 per cent. there was free hydrochloric acid in the 
gastric extract, but usually with subnormal 
values. In 7.5 per cent. of the latter achylia al- 
ternated with free hydrochloric acid secretion. 

3.—The pathologic anatomic process in all the 
cases was a progressive inflammatory one, rarely 
circumscribed, and involved the lower and middle 
thirds of the stomach in the majority of cases, 
with extension upward along the lesser curvature. 
Hour-glass contractures usually involved the pars 
media. General diffuse syphilitic cirrhosis was 
characteristic of the congenital cases. In ad- 
vanced cases hour-glass contraction, marked 
thickening, deformity, and contracture due to 
fibrosis was the rule. : 

4.—In from 50 to 60 per cent. of all cases of 
proved gastric carcinoma a tumour is palpable, 
in contrast to 15 per cent. of the syphilitic cases. 
Of proved cases of gastric carcinoma in all stages, 
free hydrochloric acid is found in 46 per cent., but 
it is absent in 80 per cent. of all cases of gastric 


syphilis. 


5.—Carman states that although the roentgen 
signs of gastric syphilis are not distinctive and 
pathognomonic in every case, they furnish decisive 
evidence of gastric involvement and in correlation 


_ with the clinical and laboratory findings give in- 


dispensable aid in the diagnosis of this disease. In 
his judgment the roentgenologic signs of gastric 
syphilis are: (a) filling defect of the gastric out- 
line, usually without corresponding palpable 
mass, (b) hour-glass stomach—dumb-bell—or the 
upper loculus expanded and bulbous, and the 
lower loculus tubular, due to extensive irregular 
concentric contraction, (c) six-hour retention less 
frequent than in other gastric lesions (about 20 
per cent, ; (d) diminution of gastric capacity; (e) 
stiffening or lessened pliability of the gastric wall; 
(f) absence of peristalsis from the involved area; 
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(g) pylorus free rather than obstructed; (h) pa- 
tient usually under cancer age and not ill in pro- 
portion to the extent of the disease shown by the 
roentgen ray, and (i) absence of a niche, accessory 
pocket, or typical incisura, classic signs of simple 
gastric ulcer. 

6.—Intensive syphilitic treatment in the early 
stages may produce actual clinical and anatomic 
cure. In advanced cases there may be little or 
no response. In the series of fifty-five cases prev- 
iously reported a clinical cure was shown in 42 
per cent. and improvement in 50 per cent., repre- 
senting a total of 92 per cent. improved or cured. 
This includes twelve cases (30 per cent.) in which 
anatomic restitution to normal-was complete or 
nearly complete. 

7.—The proof of the specificity of a lesion in- 
volves numerous factors. The requisites are: 
demonstrable evidence of a gastric lesion, positive 
Wassermann reaction or other reliable evidence of 
syphilis elsewhere in the body, or both, and defi- 
nite, sustained therapeutic improvement. These 
factors in conjunction with achylia or subacidity 
in the majority of cases, with the roentgenologic 
characteristics herein described, in addition to the 
anatomic improvement or cure, seem to make the 
clinical or intra vitam diagnosis of syphilis of the 
stomach conclusive. The following is the com- 
posite picture of acquired gastric syphilis: 

The patient is usually a male adult whose average 
age is thirty-five years. His gastric disturbance 
has been, on the average, of a little more than two 
years’ duration, and characterized chiefly by 
pain, vomiting, and flatulency, coming on fairly 
promptly after meals. Little or no relief is ex- 
perienced by ordinary methods of management. 
The clinical course is progressive. Gastric chem- 
ism and roentgen findings strongly suggest cancer. 
The patient is under-nourished, but not cachetie; 
may. be somewhat anzmic, and usually an epi- 
gastric mass is not palpable. The gastric lesion 
is invariably extensive, occasionally Iccalized in 
the pyloric area, with only a slight tendency to 
produce stenos’s. Such characteristics in con- 
junction with a positive Wassermann reaction, or 
with a history of infection and other clinical signs 
of syphilis, are strong presumptive evidence of 
specific gastric disease. 


REPORT OF CASE 
Casé 304048—Mr. W. H. H., aged 46, farmer, 


was examined in the Clinic January 23, 1920. He 
had had gonorrhea in 1895, malaria in 1898, 


syphilis in 1900, rheumatic fever in 1903, and in- 
fluenza in 1918. A local physician treated the 
primary lesion with calomel-powder and it dis- 
appeared in a few days. The patient had no 
knowledge of skin or mucous membrane second- 
aries, alopecia, and so forth. About one year 
afterward he had paralysis of the left side of the 
face which lasted six months, associated with 
“sore throat” for about one week at the outset. 
Potassium iodide was prescribed and taken for 
one and one-half years without untoward gastric 
symptoms. The patient had married in 1905. 
Two years after marriage, his wife had abortion 
induced (?) at two and one-half months. There 
were no further pregnancies and no precautionary 
measures were taken. The wife was given a 
divorce by publication eight years after marriage. 





Fic. 1.—Case 304048—Roentgenogram January 
1920. Gastric ulcer on the posterior wall of the body of 
the stomach, No. 2 retention; niche of the ulcer was not 
seen in the roentgenogram. A diagnosis was made on the 
fluoroscopic findings. 


26, 


The patient had not had gastro-intestinal dis- 
turbances prior to October, 1919. At this time 
symptoms developed gradually but became quite 
marked within six weeks. He complained chiefly 
of distress, sometimes a severe pain, chiefly 
localized to the anterior lower portion of the chest. 
This distress or pain usually appeared about thirty 
minutes after meals and was associated with 
belching, never with actual nausea or vomiting. 
His appetite failed from the outset, and he was 
apprehensive on account of the proximity of the 
pains to the precordium. The pains were never 
epigastric. On occasions he regurgitated his 
partially digested breakfast at 6.00 p.m. with con- 











Fic. 2.—Case 304048—Roentgenogram February 24, 
1920. Findings the same as in the roentgenogram in Fig. 
1 except that the retention was No. 1. 
siderable relief from subjective discomfort. Large 
meals were especially disturbing, and he volun- 
tarily restricted his diet as much from fear of 
postprandial discomfort as from a lessened appe- 
tite. November 15, 1919, he discontinued work 





Fia. 3.—Case 304048—The roentgen examination March 
2, He , was negative. Both at the second and third ex 
aminations it was noticed that the stomach had diminished 
in size. 


because of the pain and weakness. His dyspepsia 
persisted and was actually progressive in spite of 
a markedly restricted diet, chiefly consisting of 
toast, milk, and raw eggs. There were no noc- 
turnal pains. The bowels were quite regular as a 
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full and_ tortuous. 
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rule. At regular intervals after meals the 
patient had pyrosis or salivation. He lost 17 


pounds in weight. During the three weeks prior 
to coming under our observation he lived chiefly 
on milk toast. 

Physical examination revealed considerable 

dental repair, chronic tonsillitis, irregular pupils 
but good reactions, cervical and axillary adenitis, 
tenderness high in the middle line of the epigas- 
trium, a left inguinal hernia, a few external hzem- 
orrhoids, and moderate prostatic hypertrophy. 
Urinalysis, blood pressure, thoracic organs, and 
superficial and deep reflexes wefe objectively 
negative. The veins of the fundus of the eye were 
Fractional gastric analysis 
revealed a slightly subnormal acid curve and a 
tendency to moderate hypersecretion. Patho- 
logic elements were not found on chemical or mi- 
croscopic examination. A Wassermann test on 
the blood serum showed total inhibition of hemo- 
lysis. Roentgenograms January 26, 1920, demon- 
strated a No. 2 six-hour barium retention. The 
niche of the ulcer which was on the posterior wall 
of the stomach was not seen, but was diagnosed 
on fluoroscopic findings. 

Following medical and surgical consultation in 
which the possibility of a benign, malignant or 
syphilitic ulcer was under serious consideration, it 
was decided to institute intensive treatment for 
syphilis; in the event of unsatisfactory response 
surgical interference would be reconsidered. Be- 
tween January 31, 1920, and March 6, 1920, the 
patient received six intravenous treatments of 

, arsphenamine under the direction of Dr. Stokes 
and his associates. The patient later stated that 
on the sixth day after the first injection all his 
gastric symptoms disappeared, and that he had 

gained 28 pounds, an average of one pound each 
day. February 24, 1920, a second roentgen exam- 
ination showed that the niche had become con- 
siderably smaller, and the six-hour retention was 
less. March 1, 1921, the patient returned at our 
request for another examination. In the mean- 
time he had had forty mercurial inunctions self- 
administered. His health had been excellent 
since his first visit; his weight was 141 pounds. 
Gastric analysis revealed normal acid values and 
good motility. X-ray of the stomach March 2 and 
March 5, 1921, by Dr. Carman, revealed normal 
conditions, but the Wassermann reaction was 
again strongly positive. (Figs. 1,2 and3). A 
second course of six intravenous arsphenamine 
treatments was given between March 7 and 
April 11, 1921 
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I ISCUSSION 


Gummatous tumour and _ round ulcer, until 
recently, have been the popular pathologic con- 
ceptions of gastric syphilis. Before the era of 
serology and roentgenology the clinical diagnosis 
of syphilitic round ulcer of the stomach was fre- 
quently made, and such well-known observers as 
Ewald, Fenwick, and Neumann were authority 
for the statement that from 5 to 20 per cent. of 
their cases of chronic ulcer were syphilitic. Other 
writers, however, would not subscribe to such a 
high percentage, and, on the basis of pathologic 
studies by Chiari, Fraenkel, and others since 
then, the earlier percentages were unquestionably 
too high. That gumma or gummatous tumour, 
which was practically the only anatomic lesion of 
syphilis recognizable by the early pathologic an- 
atomists, is the usual type of lesion of later or lat- 
ent syphilis is apparently disproved by Warthin’s 
exhaustive investigations. He is firmly of the 
opinion that the viscera are involved in all cases of 
latent syphilis, not by gummatous processes, but 
by specific inflammatory processes, eventually 
fibrosis, usually mild in character, but acquiring 
pathologic importance because of this progressive 
character. To the clinician a proper conception 
of the pathologic process is of immediate diagnostic 
and practical importance. The coincidence of 
chronic ulcer of the stomach and duodenum, of 
gastric ulcer, and systemic syphilis is not un- 
common. It has been my unfailing experience 
in the gastric or duodenal ulcers which exhibit 
chronicity and hyperacidity, and which have 
symptoms controllable by diet and alkalies, that 
the associated system c syphilis, latent or activ:, 
has no etiologic relationship. This experience is 
further fortified by the fact that urgent treatment 
for syphilis has no influence on the symptcms or 
structure of the ulcer and that histologic examina- 
tions of the lesions removed at operation are char- 
acteristic of benign callous ulcer. The symptom- 
atology and rapid clinical course of the case herein 
reported was not unlike that of many other proved 
cases of gastric syphilis; it differed only in that the 
pathologic process was circumscribed. 

Our clinical experience, combined with the evi- 
dence obtained at the operating table and in the 
fluoroscopic room supports the modern conception 
of pathologic processes in the viscera of patients 
with old or latent syphilis. A circumscribed 
gummatous tumour (syphiloma, syphilitic gum- 
ma, and so forth) which is palpable and which, if 
at the orifices, may even produce obstruction, is 


rare in our experience. The roentgenologist has 
shown that this type of lesion is either rare or 
gives little or no distress because the majority of 
cases in which roentgen-ray examination is made 
are not of thistype. For “in lues notwithstanding 
the extensive distortion of the stomach, no cor- 
responding mass can be felt, and the filling-defects 
are evidently due not to the intrusion of a tumour, 
but to an infiltration and contraction of the gastric 
walls.” (2). Warthin noted that the fibrosis in 
the tissues was very marked-and agscciated with 
it were infiltration, ulceration, and cicatrization 
in varying degrees. Syphilitic round ulcer is prob- 
ably the result either of a peripheral endarteritis or 
of the ulceration of a single gummatous lesion in 
the submucosa. These must be clearly distin- 
guished from the more frequent, shallow, dirty, 
multiple ulcerations of the gastric mucous mem- 
brane over an inflammatory syphilitic process in 
the submucosa. Wile, in a fairly complete article 
dealing largely with a review of the literature cn 
gastric syphilis, mentions a recent case of syphilitic 
gastric ulcer in Cabot’s service at the University 
Hospital, Ann Arbor. The patient gave a nega- 
tive Wassermann reaction, but Warthin was able 
to demonstrate spirochetes in the excised material. 

This is our first convincing case among several 
thousand cases of benign ulcer of a circumscribed 
single deep syphilitic ulceration of the stomach. 
Undoubtedly the true nature of other gastric ulcers 
has been overlooked, but we are convinced that 
this type is fairly rare. 
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VAGINO-VESICAL AND UTERO-VESICAL FISTULA—OPERATIVE 
TREATMENT* 


Davip W. MacKenzir, M.D. 


From Department of Urology, Royal Victoria Hospital, Montreal 


RINARY fistule bring about a condition 
which makes the patient truly miserable 
and become a source of great worry co all thinking 
genito-urinary surgeons. It may be due to ex- 
trophy of the bladder, to transplantation of 
ureters in the skin, to traumatic sinus from the 
ureter to the vagina or to traumatic utero-vesical, 
vagino-vesical or urethro-vaginal openings. 

This paper will deal with what we consider a 
few important points in the operative treatment 
of utero-vesical vagino-vesjcal, and urethro- 
vaginal fistulee by the perineal route. We do not 
claim originality in any way. We will simply 
describe in detail the methods employed on our 
service for the closing of the fistu's between the 
bladder and the vagina or the cervix or both. 
Such fistule are the result of difficult parturition, 
co'potomy wounds, abdominal operations and 
more particularly hysterectomy, radium or caut- 
tery treatment for cancer. , 

In general, obstetric management and opera- 
tive treatment have both greatly improved in 
later years, but from the records in the majority 
of the large clinics in America and in Europe there 
is abundant evidence that we still have such fis- 
tule to combat. During the past three years in 
our own clinic we have had from almost every 
section of the United States and Canada patients 
sutering from this condition; and that the tech- 
nique still calls for some further details is proved 
by the histories of from one to eighteen operations 
on the same patient. In a long series from the 
Mayo Clinic, Judd reports patients who had six 
and seven previous operations. One of our pa- 
tients with a high vesico-vaginal fistu’a had under- 
gone seven operations, another twelve . opera- 
tions. One woman with complete loss of the 
floor of the bladder from cervix to urethra in- 
clusive, had eighteen operations before coming to 
our service. 

That the best method of operation is still un- 


*Paper read at the American Association of Genito- 
Urinary Surgeons, Richmond, Va., May 2, 1921. 





decided is deduced from the arguments of many 
prominent surgeons. Trendelenburg, Marcy, 
Legueu and others claim advantages for the 
transperitoneal route; Paris, Francey and others 
from the transvesical route; Sculze-Berge advo- 
cates operation through the pre-vesical space; 
Bachrach upholds the transplantation of the 
ureters n the skin. Several surgeons believe in 
the transplantation of the ureters in the bowel; 
N ghoff and Mayo argue the superiority of the 
purse-string suture with traction to the bladder; 
Latzko, Rosenski, Bertino, Ferroni, MacLean, 
Ward, Judd and Kelly support many different 
varieties of the vaginal route. For suture mater- 
ial some use silk, some catgut, some silk worm 
gut and some silver wire. 

The supra-pubic operation is as a general rule 
more suitable for uretero-vaginal fistule, but 
even at its best, for vesico-vaginal and vesico- 
cervical, it is more severe and it has a much 
higher mortality than when these conditions are 
approached from below. To Trendelenburg is 
due the credit for first using the supra-pubic 
operation for the cure of these fistula. His work 
was published in 1890. In 1902, Kelly advocated 
the employment of the knee-chest posture in 
order to obtain a good exposure of the vaginal 
vault. He opened the peritoneal cavity by a 
wide transverse incision. Eleven years later he 
contended that the lithotomy position was 
superior to the knee-chest posture. 

The method to be employed in each case must 
of course be determined by a careful consideration 
of the conditions present and by the experience of 
the operating surgeon. In some cases, mainly 
those associated with the ureter, the supra-pubic 
is the only choice, but in all others the vaginal 
route should be tried first. 

The apparent ease with which these fistule 
may be closed is too often very deceiving to the 
inexperienced, and unless definite procedures are 
followed, the results are often very unsatisfactory. 
Before any operative procedure is undertaken 
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the ureteral openings and the opening of the fis- 
tula in the bladder should be definitely located. 
If the opening is very small and free of the 
ureters, the high-frequency current may be tried. 
All possible facts regarding the course and posi- 
tion of the sinus should be ascertained before 
treatment is considered. An effort should also 
be made to get the tissues in the best possible 
condition for healing; this latter often requires 
considerable time as the mucous membrane of 
the vagina, bladder and labia may be much ex- 
coriated, infected, and coated with deposits of 
urinary salts. 

One of the greatest difficulties encountered is 
trauma to the vesical neck with partial or com- 
plete loss of the vesical sphinctor. If the opening 
of the bladder is high in the vaginal fornix, and 
especially if there is much scar tissue, it is some- 
times difficult to obtain sufficient exposure for 
satisfactory dissection. This cons deration led 
us to make two free lateral incisions in the perin- 
eum, lateral episiotomy wounds, with the same 
objective as Ward had with his paravaginal in- 
cision. It is surprising to what extent this will 
facilitate the bringing of the cervix and the fornix 
in full exposure in the operative field. With 
catheters in the ureters and a catheter through 
the fistua from the bladder to the vagina as 
guides, it is much safer to proceed with the dis- 
secting of the vaginal from the bladder wall. 
Grasping the cervix with a tenaculum, we have 
used a long incision antero-posteriorly, in the 
vaginal vault surrounding the sinus, as in Fig. 1. 

The vagina is now freely dissected from the 
bladder wall until the bladder hangs loosely and 
can be easily invaginated into that viscus. Unless 
this dissection is thoroughly carried out the possi- 
bility of cure is remote. With a small curved 
needle and a moderately fine catgut the sinus is 
invaginated into the bladder with interrupted 
sutures, or, if the fistula is small, with a purse- 
string suture. These are further reinforced by 
one or more lines of Lembert sutures.. The va- 
ginal wall is then loosely sutured over this with 
fine catgut. If the sinus is in the sulous at the 
cervix, the denuded cervix may be used to make 
body for our suture; if the urethra has been torn, 
it is well to dissect free the both sides, and, if 
possible, to grasp some of the sphinctor fibres or 
the scar tissue to which these are attached and to 
suture one side or the other to get a central body 
to give control. It is obvious that the bladder 
flaps should be free and loose and easily approxi- 
mated in order that no tension may be exerted on 


tion. 


the suture. We have used plain catgut entirely 
in these cases. We believe that the sloughing of 
the flaps or about the wound is too often due to 
tension on the sutures. The lateral perineal 
incisions are now sutured and the vagina is care- 
fully packed with iodoform gauze to obliterate 
any dead space between the vagina and the 
bladder wall and also to elevate the floor of the 
bladder in order to bring the line of suture, if 
possible, to the ridge of a watershed. 

The post-operative care is most important. A 
little carelessness at this point may destroy all 
hopes of final success. Following the operation, 
we have emptied the bladder, by means of a re- 
tention catheter or frequent catheterization. 
One of our patients urinated spontaneously after 
the second day without any undesired effect. 
All our patients were kept in bed for a period of 
from two weeks to eighteen days after the opera- 
There is no mortality in the series and the 
results were according to the tables: 


TABLE I. 


Type of Urinary Fistule operated on.from Nov- 
ember, 1917; to November, 1920. 


Complete _laceration from cervix through 
DR es oo area ae eee, 2 


Me, 8. kid cs Ses 3 
Vesico-cervical ........ 2 
RUMI yo Sho ye sealants spe Hee tre Io 2 
Vesico-urethro-vaginal (multiple openings) . 1 
ROE ise Ap ty Ge 4! 2 
Recto-vesical vaginal ......2..2.. ~«~<21 
a ett 4 SR da edd eons wee chen 13 
Age of youngest patient ........... 16 years 
Age of oldest patient: 
Vesico-vaginal................6. 51 years 
Uretero-vaginal. . ...... . .o38 years 
TABLE II. 
Extent of Involvement 
Complete from cervix through urethra. . . 2 


Multiple sinus with absolute loss of urethra. 1 
Partial loss of bladder sphincter (no control) 2 
Single sinus (vesico-vaginal and vesico-cervi- 

BURG GS aS Se a ee 
Single sinus (uretero-vaginal) 
Recto-vesico-vaginal. .......2.2.. 1 
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Fie. 1.—Case 2 Fia. 2.—Case 4 


X.—Ureteral catheter making complete circle. 1.—Dilated Ureter. 
O.—Vesico-vaginal fistula with catheter from 2.—Vesico-vaginal fistula 
bladder to vagina. 3.—Distorted bladder. 


‘ 





Fia.3.—Case 3 Fig. 4.—Case 3 
Complete laceration from urinary meatus 
to cervical_canal. 





Fie. 5.—Case 3 Fig. 6.—Case 3 
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TABLE III. 


Etiology 


Childbirth—Spontaneous. 
Childbirth—Instrumental 
Appendicectomy. . . . 
Colpotomy . . 
Hysterectomy. . . 


. 2 +  -» ® 


Om =e Oe 


TABLE IV. 


Operations elsewhere 


Three patients had had one operation. 
One patient had had 18 operations. 
One patient had had 7 operations. 
One patient had had 12 operations. 


TABLE V. 


Patients operated on in our service. 


Nine patients had one operation. 
Three patients had 2 operations. 


TABLE VI. 
Results 


Vesico-vaginal..... ..... .cured 

Complete laceration cervic through urethra 
(hte kee alae 0 .cured 2 

Vesico-cervical...... , .cured 1 

Vesico-cervical...... or sees -improved 1 

Vesico-urethra-vaginal—two attempts for 
control—improved 1; (slight leakage on 
walking). 


Urethro-vaginal........ ik .cured 2 
Recto-vesico-vaginal ........ . . .not treated 
CasE No. 1: L.S., age 51, married. Admitted 


September 17, 1917, complaining of leakage of 
urine through vagina for 3 years following opera- 
tion by vagina for a pelvic abscess. Seven 
previous operat uns. Cystoscopy: Showed a 
large sinus just internal to right ureteral orifice. 
Ureteral catheter easily passes through this into 
vagina. Vaginal examination shows a dimple 
with much scar tissue about it just to right of 
cervix in vault of vagina. Operation: Catheters 
in position. Liberating lateral perineal incisions. 
Longitudinal incision in vag'nal wall, extending 
down to right of cervix. Enclosing sinus. Va- 
ginal wall well freed from bladder wall and closed 
with interrupted sutures, reinforced with two 
layers of Lembert catgut No. 1. Lateral perineal 


incisions also closed with catgut suture. » Dis- 
charged October 23, 1917. Result: Cured. Out 
of hospital 25 days after operation. 

Case No. II.: E. S., age 42, married. Ad- 
mitted October 28, 1917, complaining of urinary 
leakage through vagina for 3 years. Had 12 
operations for relief. Cystoscopy: External 
genitals irritated. Bladder small content. Right 
ureteral orifice normal. Left ureteral orifice is 
just below a large opening to the vagina, in scar 
surrounding this fistule. Unable to pass cath- 
eter up left ureter. Catheter through fistule 
passes into vagina at vault on the left just below 
line of suture of old hysterectomy wound. Urin- 
alysis: Turbid. acid, 1026, albumin a trace, sugar 
0.; Micros. pus:—, bacilli. Operation: (plastic) 
Lateral vaginal incisions. Dense sear about va- 
gina openings. Vaginal mucosa freed from blad- 
der. Sinus wall nvaginated into bladder., vaginal 
wall sutured over this. Rest as usual. Dis- 
charged December 4, 1917. 

CasEIII.: J. 8., age 16, single. Admitted 
December 29, 1919. Complaints: Incontinence 
of urine for 6 weeks following instrumental de- 
livery. Genito-urinary system: Linear slit easily 
admitting 3 fingers and extends from cervix uteri 
to urethra. Vault of bladder prolapses through 
opening. Operation: Liberating incisions, dis- 
section. Vagina freed—interrupted Lembert su- 
tures, several layers over each other. Discharged 
February 14, 1920. Result: Complete recovery. 

Cask No. IV.: B.C., age 32, single Admitted 
Juy 3, 1919. Complaints: Incontinence—June, 
1908, appendix removed; July, 1908, search for 
sponge, no sponge found; April, 1909, right kidney 
removed, incontinence followed. Findings: Ure- 
thra normal, excel'ent control. Cystoscopy: 
Bands of adhesions separating bladder into two 
cavities. Small sinus to right leading to vagina to 
right and anterior of cervix. Diverticulum of 
bladder (catheter coiled) probably traumatic. 
First operation: Lithotomy; catheter in left ureter; 
probe through sinus liberating incisions. Incision: 
Vaginal wall freed from bladder and separated. 
Sutured. Vaginal packing. Slight leakage from 
tenth day. Three months ‘ater second similar 
operation successful. Result: Cured. 

Case No. V.: M. K., age 35, married. Admit- 
ted August 9, 1920; discharged September 5, 
1920. Complaints: incontinence of urine, follow- 
ing severe instrumental labour for 10 weeks. Has 
had 5 full-term 'abours with 3 instrumental deli- 
veries. Vaginal examination shows extensive 
old laceration cervix, especially on left. Cysto- 
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Fig. 11.—Case 1 Fie. 12.—Case 1 





Fia. 14.—Case 5 
Fia. 13.—Case 1 Utero-vesical fistula. 
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Fig. 15.—Case 5 | Fia. 16.—Case 5 





Fic. 17.—Case 5 Fig. 18.—Case 5 





Fie. 19.—Case 6 Fig. 20.—Case 6 


Absolute loss of urethea with multiple fis- 
tulae and much scar. 











Fia. 23.—Case 6 


Scopy: Instrument easily introduced. Ureteral 
orifices: Left normal in contour and position; 
Right normal in contour drawn upwards. Scar, 
in centre of which is a fistula one-half inch from 
ureteral orifice. Catheter in fistula comes through 
cervix into vagina! Urine: Pale, cloudy, acid, 
1012, albumin and sugar 0.; micros. pus:—, epi- 
thelium, bacteria. Phenolsulphonephthalein Test: 
1st hour 21 per cent., 2nd hour 12 per cent., total 
33 per cent. Culture of bladder urine shows 
B. Coli-communis. August 16th, operation for 
utero-vesical fistula. Result: Cured; discharged 
20 days after operation. 

CasE No. VI.: M. C., age 30, married. Ad- 
mitted September 1, 1920. Complaints: Constant 
dribbling of urine from vagina for three years, 
following instrumental delivery—severe lacera- 
tion; 18 operative attempts unsuccessful. Funnel 
pelvis. Cystoscopy: No evidence of a urethra; 
instead to patient’s left is a gaping opening, will 
admit index finger. About 14 inches posterior 
to this in left: of vagina is another large opening 
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Ura AN 
es be \\\ 
Fia. 24.—Case 6 
admitting index finger to bladder. R ght ureteral 
orifice slightly external to posterior opening. Left 
orifice } inch above and included in the scar 
tissue about opening. Operation—plastic—suc- 
cessful in closing sinuses, but no control. 

Case No. VIII.: E. C., age 37, widow. Ad- 
mitted February 24, 1919; discharged March 30, 
1919. Complaints: Inability to retain urine for 
one year. Symptoms: Lacks control of urine 
when walking, coughing and sneezing; frequency 
of urination; urgency. August, 1918, perineal 
repair, symptoms relieved for two months. Five 
children, no instrumental deliveries. Cysto- 
scopy: Marked cystocele, scarred gaping urethra; 
otherwise normal. Operation: Vertical incision 
from just behind meatus for 4 inches. Vaginal 
wall separated from floor of bladder for 3 inches. 
Lembert sutures. Vaginal packing. Result: 
Cured. 

Cask No. FX.: J. MeM., age 41, married. Ad- 
mitted August 2, 1918, discharged August 6, 1918. 
Complaints: Frequency of urination. Blood and 
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feces in urine. Onset, May, 1918. Symptoms: 
Operation March, 1918, for ovarian trouble; May, 
1918, frequency with feces in urine. Cystoscopy: 
Malignant growth right side of bladder from base 
to vault. In centre of ulceration, slightly more 
to patient’s left is sinus through which feces 
passes. Recto-vesical fistule. Carcinoma of 
‘bladder, vagina and rectum. Result: nil—no 
treatment. 

CasE No. X.: M. E. S., married. Admitted 
February 18, 1919, discharged March 18, 1919. 
Complaints: Leakage of urine into vagina for 8 
months. Symptoms: Following forceps delivery 
urine came away through vagina. Operation 
November, 1918—no result. Has had 8 children, 
last one by forceps. Cystoscopy: Perineal lacer- 
ation. Rectocele. Vesico-vaginal fistula admits 
2 fingers; extends from cervix uteri into urethra 
and towards patient’s right. Roof of bladder 
prolapses through. Operation: Liberating in- 
cisions. Difficult separation vaginal wall from 
vesical. Muchscar. Bladder and urethra closed 
by Lembert. Closure as usual. Result: Cured. 

Case No. XI.: E. M., age 35, married. Ad- 
mitted February 14, 1918. Complaints: inability 
to hold urine for 5 years. Symptoms: Incontin- 
ence of urine immediately following instrumental 


delivery. Later hysterectomy. Constant drib- 


bling of urine. One previous operation unsuc- 


The Therapeutic Properties of Propyl Al- 
cohol.—Recent investigations by Christiansen 
(Ugeskrift for Laeger, October 13, 1921) into the 
therapeutic properties of propyl alcohol seem to 
suggest that, at any rate in certain diseases of the 
skin, this drug deserves wider popularity than it 
has hitherto enjoyed. In 43 cases of acne of the 
face, complicated in most cases by severe seborr- 
hoea and stamped with a long record of failure to 
react to other remedies, excellent results were 
obtained. The treatment was continued for 
several months, and the patients found it easy to 
continue indefinitely the use of a 35 per cent. solu- 
tion with which the face was bathed two or three 
times a day. In this strength the alcohol pos- 
sesses no dehydrating properties and is non-irri- 
tating. In simple seborrhoea a 50 per cent. solu- 
tion can be used. The author records several 
failures in the treatment of eczema. rosacea, 
psoriasis, diphtheria, and gonorrhoea, and, as a 
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cessful. Cystoscopy: Bladder much contracted. 
Floor pulled upwards. Large opening upper. 
portion of floor of bladder to left of left ureteral 
orifice which is in scar of fistule. Vaginal end of 
fistule in cervix uteri.. Operation: Liberating in- 
cisions. Sinus in dense scar high up. Carefully 
freed—good flap to right. Poor to left. Lembert 
sutures; closure as usual. Result: Improved. 

In conclusion, I wish to emphasize a few points 
considered of vital importance. These are: 

1. Pre-operative cleansing of the parts. 

2. Attacking the condition from a urological 
point of view. 

3. Definite diagnosis with location of openings 
in the bladder and the relation to the ureteral 
orifices. 

4. Lateral perineal incisions, especially for fis- 
tule high in the vagina or uterus. 

5. Free separation of the vaginal from the 
vesical wall. 

6. Multiple layers of suture with invagination 
of the bladder into that viscus. 

7. Vaginal packing to elevate and support the 
suture line. | 

8. Post-operative judgment and care. 


REFERENCE 


Bibliography complete, see Journal of Urology. Vol. vi 
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remedy for lice, propyl alcohol proved disappoint- 
ing. But it was remarkably effective in prurigo, 
pityriasis and seborrhcea of the head, and as a 
hair wash a 35 per cent. solution of propyl alcohol 
with a little castor oil was found to be a very ef- 
fective cleansing agent. Another and quite dif- 
ferent sphere of usefulness was found for propyl 
alcohol as a preservative and disinfectant of sur- 
gical instruments. Provided a 50 per cent. 
solution is made alkaline by the addition of a little 
soda, instruments do not rust in it. As a disin- 
fectant propy] alcohol is in every respect superior 
to ethyl alcohol, 5 per cent. of the latter corres- 
ponding to 2 per cent. of the former. A 50 per 
cent. solution of propyl alcohol can be obtained in 
Denmark from Germany at the cost of about 13 
crowns (about Is. 6d.) for a kilo, and it is, 
therefore, cheap enough to be extensively used as 
a disinfectant of the hands and field of operation. 
—Brit. Med. Jour., December 10, 1921. 
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PREGNANCY AND TUBERCULOSIS* 


Davin A. Stewart, B.A., M.D. 


Medical Superintendent Manitoba Sanatorium, Ninette; Assistant Professor of Medicine, 


Manitoba University. 


Part 2.—THE TREATMENT OF TUBERCULOSIS COMPLICATED BY PREGNANCY. 


HEN pregnancy has, through ignorance of 

the law, or of conditions, or in defiance of 

them, or on wrong advice, or against advice, 

actually begun in a woman who is tuberculous, 

what is to be done about it? Should pregnancy 

be terminated, and when, and how: or should it 

not be terminated: and if not, then what can be 

done? Into these decisions many considerations 
enter. . 

Three schools are described by Schauta. One 
teaches that abortion should be done on every 
pregnant woman whe has tuberculosis; the second 
that abortion should never be done, but the best 
of treatment given, and the woman allowed to go 
through with her pregnancy ; the third, that there 
can be no fixed rule and no general indication, but 
every case must be considered and decided by 
itself. 

The avoidance of pregnancy is one thing and 
the interruption of pregnancy quite another. 
Ordinary human feeling and the religious teaching 
of many hold the emptying of the uterus and the 
destruction of the foetus excusable only when life 
is to be saved thereby. The law of the land 
rightly holds the emptying of the uterus for any 
other reason to be criminal malpractice. 

The problem is essentially one of prognosis— 
judgment as to the probable outcome of the 
tuberculosis, handicapped by pregnancy and 
what follows, or, on the other hand, relieved so 
far as an abortion can relieve it. It is not an 
obstetrical problem. A wise prognosis in tuber- 
culosis is much more difficult than diagnosis or 
treatment, and comes only through long experi- 
ence. ;The elements which enter into such an 
estimate can only be briefly indicated. Time is 
an element in resistance. Long duration is more 
favourable, other things being equal, than short 
duration, and quiescence and evidence of arrest 


-—— 





*Part 1, dealing with the effects of Pregnancy on Tuber- 
culosis, was published in January. 


are more valuable the longer they have lasted. 
Small extent of disease, again other things being 
equal, is much better than greater extent, but not 
infrequently extensive old chronic disease may 
give a much better outlook and bear burdens 
better than a smaller, newer and more active 
lesion. Activity, even slight, and shown by even 
the slightest symptoms, always means danger. 
Complications of any sort are bad, especially 
when added to pregnancy, which is in itself a bad 
complication. Pregnancy with laryngitis, or 
intestinal tuberculosis, even the slightest, gives 
an outlook almost absolutely bad. In a woman 
under twenty, pregnancy as a complication to 
tuberculosis is more serious than in a woman 


beyond twenty. Out of these and many other 


elements must be built up an estimate of the possi- 
bilities and probabilities of the patient’s power of 
resistance to the disease with a continuance of 
the pregnancy, or after abortion. 

Into the decision must enter practical as well 
as theoretical considerations. The conditions 
under which the pregnancy will be passed, the 
child born and the mother and child live, must be 
considered. Under the very best conditions it is 
possible for a child born of a mother actively 
tuberculous to get a fair start; under average 
conditions it is most unlikely, and under the 
worst conditions impossible. How can a mother 
in a poor home, herself with active disease and in 
need of care, with other children dragging at her 
skirts, give anything like a fair start to the latest 
born whose coming was, from all points of view, 
a mistake? A consideration of that mistake, 
how great it is, should enter into the decision for 
or against release from pregnancy. It is better 
to sacrifice an unborn foetus than a mother and a 
little child. 

What chance is there of improvement in the 
tuberculous condition if pregnancy be terminated? 
Unfortunately, while an operation can undo the 
pregnancy, it cannot by any means undo all its 
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evil effects. It cannot make all conditions as 
though pregnancy had not been. Too often the 
flare-up of disease due to pregnancy goes on un- 
checked though the pregnancy be ended. While 
the second school described by Schauta, teaching 
that no tuberculous woman should have an 
abortion, has not prevailed, the present tendency 
is distinctly toward conservatism, and is so because 
abortion even if done in the first three months is 
not infrequently disappointing in its results. 
That it does save life in some cases, however, is 
undoubted. 

To wait and bring about premature labour 
offers no advantage and many disadvantages. 
The only wise interference is within the first three 
months if possible, and on no account later than 
mid-term. f2me recommend not abortion but 
hysterectomy. 

If pregnancy should be allowed to continue in 
a woman with any tuberculous activity whatso- 
ever, there is one course only to follow. She 
must “take the cure” of rest and care absolutely, 
once for her tuberculosis and twice for her preg- 
nancy. Even slight symptoms indicate rest in 
bed all through pregnancy and for months after 
the child is born. Almost as strict a routine 
should be followed by a woman whose uterus has 
been emptied. For a woman with old tubercul- 
osis now latent much the same routine should be 
recommended, should pregnancy occur. 

In many cases of pregnancy with tuberculosis 
the decision for or against interference has to be 
made, and such decisions are always difficult. 
Men whose opinions should carry weight differ in 
their teaching, as one leans toward interference 
and another toward conservatism. But upon this 
all agree, and this dictum practically all repeat: 
that no rule can be made, but each case must be 
considered by itself; and upon this also all agree, 
that the problem is not obstetrical but medical, 
a matter first of the most careful estimation of all 
elements in the prognosis of tuberculosis, and then 
of constant supervision and control by one wise 
in the ways of tuberculosis. 

Funk of Philadelphia considers that ‘If the 
tuberculous lesion is early and active, the preg- 
nancy should be terminated if it has not gone 
beyond four and a half months.” If interference 
at once is not imperative he would put the patient 
to bed for a time for close observation. Activity 
of the tuberculous lesion in spite of this rest should 
decide for interference. “If the tuberculous 
lesion is early and inactive, in a patient who gives 
a previous history of sanatorium care and in whom 
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signs and symptoms are those of an arrested or 
cured case, the pregnancy should be left alone.” 
If activity appears, he would terminate the 
pregnancy, but adds:. ‘‘If the tuberculosis is so 
acute that the termination of pregnancy would 
seem immediately necessary the chances are that 
such a termination will not help an already over- 
whelming lesion.” 

Elliott, who is inclined to be conservative, 
considers that ‘There are no rules we can follow 
which will aid us to determine with certainty 
which cases will bear the added strain of preg- 
nancy well and which badly. It is equally 
difficult to determine in what cases an abortion 
will improve the future prospect of the pregnant 
woman. As in all forms of treatment of tuber- 
culosis, we must individualize; all rules fail. 
Intervention after the fifth month rarely gives 
satisfactory results. Prior to the fourth month, 
it is possible that the mother’s future may be 
improved by emptying the uterus through the 
modern operation of vaginal hysterectomy.”’ 

Van Voornveld, writing in the Swiss Journal of 
Surgery, expresses the common opinion that. no 
general rule can be given, but that the activity of 
the focus should decide. Holding firmly to the 
belief that the most damaging feature of the cycle 
is the sudden re-expansion at delivery, of the 
diseased lung which has been compressed by 
pregnancy, he considers artificial pneumothorax 
a procedure of especial value. In certain cases 
he would decide upon abortion if lung collapse 
were not possible, but if the lung could be col- 
lapsed by artificial pneumothorax, he would 
allow pregnancy to continue to term. 

Bandolier and Roepke consider that ‘ With 
manifest active tuberculosis artificial abortion is 
indicated. The bad effects on the disease will 
not be thereby always prevented, but the trial 
must be made.” They add that “Artificial in-. 
duction of premature labour has no advantage 
whatever over normal confinement. Results of 
interference are relatively good if the operation 
is performed early—that is, early in the pregnancy. 
After five months, induction of labour must as a. 
rule be avoided.” | 

The summing up of C. H. Davis of Milwaukee 
is a little more unfavourable to interference. 
There is, he considers, no certain’ means of 
determining which patients will be benefitted 
and which harmed by abortion. He quotes 
Bacon as considering abortion justifiable in not 
more than ten per cent. of tuberculous pregnant 
women; Veil, as. reporting. no improvement 








following abortion in 43 per cent. of the cases 
collected by him; Trembly, as having had in his 
large experience so varied results that a general 
summary was not possible; and Von Bardleben 
as stating that 50 per cent. of his patients died 
after abortion. 

John Ritter. of Chicago puts doubtful cases to 
bed. If symptoms of tuberculosis subside, the 
pregnancy is not interrupted. If the symptoms 
“do not subside, interference somewhat improves 
what is in any case a bad prognosis. 

Fishberg’s summing up is to the effect that— 
“Pregnancy is a grave complication of phthisis 
and in incipient cases it is advisable to induce 
abortion whenever it occurs.” 

Douglas and Harris consider that with active 
tuberculosis therapeutic abortion is indicated 
when the lesion is early or moderately advanced, 
or extensive and quiescent, or when complications 
are present. 

Much the same conclusion is reached by Norris 
and Landis, who think that, “Prior to the fifth 
month the uterus should be emptied if the disease 
manifests evidence of becoming active, or if the 
lesions are extensive or laryngeal involvement 
occurs.” Interruption of the pregnancy, they 
consider, “does not ensure an amelioration of the 
pulmonary condition, but does definitely improve 
the prognosis.” They estimate that about 65 to 
70 per cent. of patients prior to the fifth month 
will be definitely improved by the emptying of 
the uterus as soon as acute symptoms arise, 
provided proper after-treatment is carried out. 

McSweeny’s experience has been so varied that 
he can offer nosurerule. In his series, ‘“‘Some who 
were thought to have a poor initial prognosis 
seemed to progress favourably; others retro- 
graded when it was unexpected... . . To answer 
the question as to the termination of pregnancy 


in the individual case is extremely difficult, and 


perhaps the best way is to imagine one’s self in 
the position of the tuberculous woman and then 
decide.” 

My own practice has been very conservative, 
and I do not think I have more than twelve times 
is aS many years advised that pregnancy be 
interrupted. What little experience I have had, 
and a study of such statements as have just been 
quoted, leave me with the opinion that though 
conservatism is the proper tendency, my own 
practice has erred in being too conservative ; and 
that interference would have been the better 
choice in some cases in which I advised against it. 

The whole subject of the relation of maternity 
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to tuberculosis is of importance away beyond any 
general interest or. special study ’so far given it. 
Bacon estimates that between 24,000 and 36,000 
women, with a more or less active tuberculosis, 
come to child-bed each year in the United States; 
that more than one per cent. of all pregnant 
women have tuberculosis active enough and 
advanced enough for definite diagnosis; and that 
of all women who die of tuberculosis between 
twenty and forty, one quarter break down during 
the child-bearing cycle. Bacon’s estimate, if 
applicable to Canada, would show three thousand 
pregnancies occurring each year in Canada in 
women with active tuberculosis. 

It is scarcely necessary to point morals which 
are self-evident. 

1.—The occurrence of pregnancy with active 
tuberculosis even once in one hundred maternity 
cases establishes this complication as one general 
practitioners and obstetricians should have defi- 
nitely in mind. It is perhaps a counsel of perfec- 
tion to urge a complete chest examination early 
in every pregnancy (and before every surgical 
operation also), but even the slightest sign or 
symptom or suspicion should be considered to 


_merit not a cursory look-over, and a bland 


assurance of safety, but a thorough examination 
and investigation. And when during pregnancy 
or the puerperium symptoms of real illness occur 
a flare-up of tuberculosis should be one of the 
first possibilities to occur to the thoughtful 
physician. 

2.—When tuberculosis has been found in a 
pregnant woman, or pregnancy occurs in one 
known to be tuberculous, no time should be lost 
in having the best estimate possible as to the 
extent and severity of the tuberculosis ; in deciding 
what is best to be done and in getting it under way. 
The Sanatorium routine is the minimum in such 
cases. 

“Watchful waiting” in such a case is a danger- 
ous motto. The first half of pregnancy will 
likely go well; it is after mid-term as a rule that 
trouble begins. But interference is inadvisable 
after mid-term. So interference must usually 
be considered and decided for or against, while 
yet very little trouble has occurred. Forecast, 
not observation, must rule. The problem is one 
essentially of prognosis; prognosis of the tuber- 
culous disease, not of the pregnancy. 

3.—Bacon has advocated, and McSweeny, on 
Staten Island, and Dr. Dobbie, at Weston, have 
organized special hospital sections for the care 
of tuberculous women, during and after delivery, 
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and of their infants. In every centre of popu- 
lation such provision should be made. 


o 
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Clinical Laboratory Service for Physicians. 
Laboratory methods now play a large part in the 
daily work of physicians. Chemical, morpho- 
logic, bacteriologic and serologic methods, as well 
as the roentgen ray, are in daily use everywhere, 
and new methods—for example, the electrocar- 
diographic determinations and tests of meta- 
bolism—are being introduced. To meet the con- 
stantly growing needs for such methods, there 
have come into existence laboratories of health 
departments and of hospitals, with more or less 
differentiation into separate departments; also 
wholly private laboratories. The latter group in- 
cludes those frequently referred to as commercial, 
because dependent on fees, and the individual 
establishments of physicians working alone or 
associated in groups. The old time pathologist, 
the prototype of the modern laboratory physician, 
whose function in clinical diagnosis was to deter- 
mine the nature of lesions from gross and micro- 
scopic examination of tissues, has undergone dif- 
ferentiation into clinical chemist, clinical bacteri- 
ologist, clinical serologist, clinical microscopist, 
and roentgenologist, and there has come forth a 
formerly unknown adjunct to medical practice, 
the laboratory technician. So rapid has been the 
evolution of the clinical laboratory and the exten- 
sion of laboratory methods in all fields of medicine, 
that frequently fear is voiced lest much work that 
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should be done by physicians is being entrusted 
to incompetent substitutes. 

Analyzing the situation, we must reckon first 
with the fact that the great majority of private 
practitioners, for various reasons, lack of time 
being an important one, are prevented from mak- 
ing any but the simplest routine tests themselves. 
Therefore they must turn to someone for help, 
and the privately owned laboratories offer their 
services. The laboratory features of the proposed 
health centres or of institutions financed and con- 
trolled by the community are attractive to many 
physicians and are idealistic. They represent a 
condition in which the same type of service would 
be rendered to all of the physicians in the com- 
munity, the cost being reasonable and equally 
distributed. Physicians are responsible to their 
patients, i.e., the public, for the character of labor- 
atory service supplied. The results of tests and 
examinations must be accurate; the fees for such 
tests must be equable. The conditions in some of 
these laboratories are such that thoroughly com- 


petent and well-trained physicians have been at- — 
tracted by the work. It is desirable that similar 
conditions develop in all laboratories so that well- 
trained physicians, and not incompetent tech- 
nicians, become responsible for laboratory service. 
—(Journal A.M.A., November 5, 1921). 
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Case Reports 





ARTERIOSCLEROSIS AND ANGINA PEC- 
TORIS WITH TEMPORARY MUS- 
CULAR PARALYSIS 


D. G. CAMPBELL, M.D. 


Physician to the Out-Patient Department of the 
Montreal General Hospital 


Miss B., age 65, M.G.H. 3310-1919, was 
admitted to the hospital deeply unconscious. 

Previous history—She has always been well 
with the exception of attacks two years ago that 
were similar though much léss severe than the 
present one. 

Present illness.—This began ten days ago, when 
on her way to church she had an attack of an 
anginal character of short duration. For the 
next few days she remained at home and rested. 
Three days ago while on the street, she had a 
second attack, followed by vomiting and a.short 
period of unconsciousness. The third seizure 
occurred one day ago. This too was followed by 
nausea, vomiting, and a short period of uncon- 
sciousness. ‘The nausea and the discomfort in 
the chest were more persistent than previously. 

Examination.—There were no cerebral signs or 
symptoms. She was confined to bed on account 
of nausea and pain in the epigastrium. There 
was no abdominal tenderness or rigidity. The 
temperatalre was normal, the pulse was 120 and 
regular. Superficial arteries were thickened. 
Examination of the heart showed it to be normal, 
except for marked accentuation of the aortic 
second sound. In the afternoon of the same day 
she suddenly became deeply unconscious, per- 
spired profusely, had stertorous breathing, the 
tongue protruded to the left, and every few 
minutes there were convulsive seizures involving 
the right side of the face, the right arm and the 
right leg. The left arm was apparently com- 
pletely paralyzed, and the left leg moved only 
when the sole of the foot was irritated. The left 
pupil was larger than the right; both reacted to 
strong light. Blood pressure was 160 systolic, 
110 diastolic. 

A diagnosis of cerebral hemorrhage was made 
and the patient was admitted to the hospital. 


By the evening of the same day she was conscious 
and rational, but rather dazed. All the signs 
and symptoms disappeared during the following 
three days, when she went home apparently 
completely recovered. 

Five days later she suddenly became aware of 
an impending attack, the most prominent features 
of which were nausea and a feeling of intense 
constriction in the chest. This was soon followed 
by an attack similar to, though less severe and of 
a shorter duration than the recent ones. The 
heart beat remained weak and irregular and the 
blood pressure was 100 systolic, 70 diastolic. 

She died suddenly in an attack the next day. 

Diagnosis.—Arteriosclerosis generalized, angina 
pectoris and intermittent claudication. 


Summary and remarks.—Female, unmarried, ” 


65 years old, who had been well until two«years 
ago, when she had several mild attacks of angina 
pectoris. During a period of two weeks she had 
had several similar attacks which increased in 
intensity and were accompanied by nausea, 
vomiting, unconsciousness and paralysis. She 
suddenly died in one of them. 

Sir William Osler (Jour. Can. Med... Assoc., 
October, 1911) who has reported several cases, 
among them one of the former professors of 
McGill Medical Faculty, accepts Peabody’s ex- 
planation as the most probable cause of the 
cerebral signs and symptoms: that there occurs 
spasmodic contraction of the muscular coats of 
the middle cerebral artery or its several branches, 
which in connection with the narrowed lumen 
due to sclerosis, leads to a decreased blood supply 
to the brain tissue supplied by the affected artery. 
This may occur a number of times without per- 
manent damage. If, however, the constriction 
is of sufficient duration, permanent damage with de- 
generative changes will take place, orif the vessel 


involved supply a vital area, death’ will follow. 


The importance of recognizing this condition 


is obvious both from the viewpoint of prognosis 


and treatment. : 
It seems likely that such cases are not rare. 
Two similar ones have recently occurred in my 
own experience. One, a man age 60 years, whom 
I had seen previously in several attacks, was ad- 
mitted to the hospital three times deeply uncon- 
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scious and apparently dying. From each of these 
He died sud- 


attacks he recovered completely. 
denly in a final attack. 

The other patient, a female, 82 years old, had 
had a number of convulsive seizures accompanied 
by transient aphasia and paralysis. 
one of them. 


RAYNAUD’S DISEASE OF FOUR YEARS’ 
DURATION, ACUTE FATAL TERMINA- 
TION WITH SIGNS OF INVOLVEMENT 

OF ARTERIES OF CENTRAL NER- 
VOUS SYSTEM 


K. E, Hottis, M.D. 
West Toronto 


THE severe forms of Raynaud’s Disease, with 

signs indicating involvement of visceral arter- 

-ies are mentioned in most standard works, but are 
only rarely described. The following case had 
the fatal issue with interesting puzzling symp- 
toms, indicating an acute cerebro-spinal affection. 
Co-incident with these symptoms was the demon- 
stration clinically of the severe gross lesions 
picturing Raynaud’s Disease. 

Mrs. K., who had been under the observation 
of Dr. MacNamara and myself for four years, 
with active recurrence of painful asphyxia of the 
fingers of both hands, presented herself with 
““dead”’ white fingers and pain of the left hand on 
November 28, 1921. The radial pulse gradually 
disappeared, and pain, the intensity of which was 
terrific, soon appeared. Within twenty-four hours 
the right hand was cold and the right radial pulse 
had disappeared. Morphine, and, at times, chlo- 
roform were necessary to relieve the pain in the 
left hand and forearm. A few hours later, both 
feet were white, then blue, and were paining in- 
tensely, though the tibial arteries remained pul- 
sating. Complete flaccid motor paraplegia now 
seemed to be present and incontinence of both 
urine and feects was added to the clinical make-up. 
The reflexes seemed to have been lost. In the 
next short while, ptosis of the right eyelid, and 
right internal rectus weakness, were clearly evident 
I was unable to examine the eye-grounds. The 
right arm now became pulseless from the mid- 
humerus down, and quickly blackened. The 
right foot became very blue. The intense pain 


of the left hand persisted. This hand showed no © 


cyanosis. 


She died in 
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After a period of relative comfort, the patient 
went into a ‘‘status epilepticus”’ and died follow- 
ing six or seven hours of convulsions. 

I was not familiar at the time with the des- 
cribed conditions of cerebral complications of 
Raynaud’s Disease, the general diffuse involve- 
ment in this case suggesting both brain and cord 
affection, plus (one.might say, from the agonizing 


pain) peripheral nerve or root lesions, made one 


wonder if perhaps an encephalitis or a rapidly 
generalizing neuritis was appearing in a patient 
already suffering from Raynaud’s Disease. 

A classical description by Sir William Osler of 
the cerebral complications of Raynaud’s Disease 
convinces me that my case can be filed with the 
cases he described. Transient aphasias and hemi- 
plegias are not uncommon in Raynaud’s Disease; 
abdominal crises have been described. There are 
several cases reported to have had epileptiform 
convulsions with the recurring cyanosis of the 
extremities. The demonstration of spasm of a 
retinal artery in Raynaud’s Disease is put forward 
at times as evidence that there is such a condition 
affecting the arteries. Cases of Raynaud’s Disease 
dying with signs of cerebro-spinal involvement 
are rare, but the association of conditions in this 
patient are suggestive to a degree. __ 

There was no generalized thickening of the 
arteries, and, save for a slight fever, the physical 
and laboratory examinations were strikingly 
negative. Neither spinal puncture nor Wasseer- 
mann tests were performed. 


A CASE OF ACUTE OBSTRUCTION DUE 
TO CYSTIC DILATATION OF THE AP- 
PENDIX (HYDROPS OF APPENDIX) 


E. J. Ferc, M.D., anp W. A. Cuestnur, M.D. 
Moosomin, Sask. 


TueE following case, which occurred recently 
in our practice, seems to us sufficiently inter- 
esting to warrant reporting. 

The patient, a male, aged 67, was admitted to 
Moosomin General Hospital December 13, 1921, 
complaining of severe abdominal pain, vomiting, 
and total constipation of 4 days’ duration. 

Personal history.—Patient is well nourished 
and of robust physique. He is a farmer, and in 
spite of his age is still able to do a good day’s work 
on the farm. During youth and adolescence he 
had a number of attacks of abdominal pain which 














lasted three or four days at a time. He does not 
remember the details of these attacks, but it may 
be inferred that they were attacks of catarrhal 
appendicitis. These attacks left him at about 25 
years of age, and have not troubled him since. He 
has remained healthy all his life till about five 
years ago, when he began to have a mild degree 
of “indigestion,” with slight “cramps’ in the 
abdomen, and flatulence after eating a heavy 
meal. These symptoms, however, were never 
severe, and never caused him to stop work or seek 
medical advice. He has never been constipated, 
and bowels have always moved. easily by mild 
laxatives. In 1918 he had influenza, and as had 
a mild chronic bronchitis since. 

Present illness.—Began four days prior to ad- 
mission, with severe pain in the abdomen of 
sudden onset. He immediately stopped work 
and went to bed, where he remained till admitted 
into hospital. On the first day he took a large 
dose of salts and applied a hot water bottle. This 
gave no relief, and on the second day he took a 
larger dose of salts and a dessertspoonful of cas- 
cara, also gave himself an enema but there was 
no bowel movement whatever. For the next two 
days he continued the use of various cathartics in 
large doses, also repeated enemata, without effect. 
During this time the pain persisted, and he vomit- 
ed several times a day. On the fourth day a 
doctor was called, and acute obstruction diag- 
nosed. High enemata, pituitrin, cathartics, etc. 
were administered without result. By this time 
there was considerable rigidity, tympanites, and 
vomiting of dark coloured fluid with fecal odour. 
The temperature was normal, and pulse 90. 
Operation was then decided upon. Owing to the 
slight bronchial affection and his advanced age, 
we were inclined to operate under a local anzs- 
thetic, but fearing that a resection would probably 
be necessary, and as there was a great deal of 
distension, we finally decided to take chances on 
chloroform anesthesia. 

On opening the abdominal cavity there was 
considerable trouble with distended small in- 
testine, and the patient’s general condition was 
none too good. This, however, improved, and 
we were able to search the entire length of large 
and small intestine carefully. There was much 
distension of the small bowel with gas and fluid. 
The large intestine was empty and collapsed. 
There was no free fluid, nor any sign of inflam- 
matory process in any part of the abdominal 
cavity. No adhesions. On exploring the right 
iliac region a tumour was felt, which when deliv- 
ered from the abdomen proved to be an enormously 
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dilated appendix. The meso-appendix extended 
about half way down the length of the tumour, 
and was drawn tense by the enlargement and 
turgescense of the cyst, as it appeared to be. At 
the ilio-czecal junction there was a kink produced 
by the drag on the meso-appendix. The meso- 
appendix was severed and ligated, and the cystic 
appendix clamped off and removed at its junction 
with the cecum. When this was done the kink 
mentioned above straightened out without further 
manipulation. No further pathological condition 
could be found and the abdomen was closed 
Eight hours later the bowels moved copiously, 
and continued to move regularly thereafter. 

The tumour removed was, as stated above ,an 
enormously dilated appendix. The walls were 
thinned out to about the thickness of parchment 
and were quite transparent. The contents were 
under considerable tension and the whole tumour 
was quite translucent. It was about the size 
and shape of a large pear with the small end 
toward the cecum. There were no adhesions 
whatever, and no evidence of recent inflamma- 
tion. The contents proved to be about five 
ounces of a clear gelatinous material, resembling 
in consistence Wharton’s Jelly. There were no 
concretions, nor any other foreign matter. The 
opening into the cecum was completely obliter- 
ated. The internal surface of the cyst was 
smooth and white, and shewed no evidence of 
inflammation or ulceration. 

The tumour had by its drag on the meso-appen- 
dix and its attachment close to the ilio-cecal 
valve, produced the kink, with resulting obstruc- 
tion. 

The further history of this case was most un- 
fortunate and disappointing. He progressed 
favourably, took food, and felt comfortable till 
the fifth day after operation, when he sud- 
denly developed a chill, rapid respirations, and 
cough with high temperature; broncho-pneumonia 
having set in, we believe, as the result of the 
anesthetic in the face of his previous bronchial 
condition. He died of pneumonia on the ninth 
day after the operation. 

We have never seen nor heard ofa similar case, 
and there is no description in the common text- 
books of the combination of cystic dilatation of 
the appendix and intestinal obstruction resulting 
therefrom. This, with the immediate relief 
afforded by operation, has prompted us to publish 
this case. There is also the lesson to be learned 
from the choice of anzsthetic, which we trust 
may be of some use to others as it certainly has 
been to us. . 
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Retrospect 


THE QUINIDIN TREATMENT OF AURI- 
CULAR FIBRILLATION 


C. F. Morratt, M.D. 
Montreal 


WITHIN recent years no drug in use in cardiac 
therapeutics has caused such startling results 
and stimulated so much clinical and experiment- 
tal research as the newly-introduced quinidin 
sulphate. 

As so often happens, the discovery of its power 
was accidental. In 1914 a patient who had 
malaria and was also subject to attacks of auri- 
cular fibrillation, noticed that the taking of 
quinin relieved his palpitation. He reported his 
observation to his physician Wenckebach, who 
made the first report on its power to change 
auricular fibrillation back to a normal rhythm. 
Since that time many continental workers have 
used the drug with varying results, prominent 
among them being Frey, who in 1918 reported a 
series of cases using quinidin in preference to 
quinin. Following upon his results, work upon the 
drug was stimulated on this continent and within 
the past year quinidin has been administered and 
the results carefully checked and reported. 

As its name implies, quinidin is a dextrorotatory 
stereoisomer of quinin: quinidin sulphate, being 
most soluble, is used. 

In 1893 Santesson, and F. B. Hofman in 1915, 
working experimentally, concluded that quinidin 
depressed alike the rhythmicity, contractility 
and irritability of heart muscle. Boden and 
Neukirch similarly found that quinidin slowed 
the heart rate and shortened the auriculo-ventri- 
cular conduction time, and resulted finally in 
paralysis of the ventricles. 

Lastly, results of great clinical importance were 
obtained by Lewis and his co-workers Drury and 
Iliescu, who employing the electrocardiograph 
found that it progressively slowed the auricular 
rate with a corresponding increase in the ventri- 
cular rate due to a decrease in the auriculo- 
ventricular block. These observations explain 
and are borne out by clinical results. 

There is considerable diversity, of opinion ‘as to 


the proper dosage in which the drug should be 
administered, partly explained by the great 
variation in the quantity of drug required to 
produce results: from three grains to two hundred 
and forty grains within a period of ten days. 

All clinicians are agreed, however, that as some 
patients exhibit an idiosyncrasy to the drug, a 
preliminary small dose of six grains in two doses 
should be tried. If no distressing symptoms 
appear then the drug may be given in fairly large 
doses. Within certain limits it would appear that 
the larger the dosage the greater percentage of 
successes. In the series of 18 cases reported by 
Jenny there was only one failure, but this result 
was obtained only after very large amounts had 
been administered: 240 grains within a period of 
ten days. To achieve these optimal results it 
would seem best to administer the maximum 
dosage compatible with safety in as short a period 
of time as possible. Elimination is rapid and no 
accumulative effects have been noted. 


All types of auricular fibrillation were treated, 
and up to the present no particular class of case 
reacted more favourably than another, with the 
possible exception that fibrillation of recent date 
reacts more favourably than an old established 
condition. The age of patient has no apparent 
influence. The type of lesion was of less import 
than the degree of loss of compensation; those 
with pronounced loss of compensation did not 
appear to respond favourably. In these cases 
the symptoms were due not so much to the 
rregular rhythm as to the degree of decompensa- 
tion, a fact which must be taken into consideration 
in using the drug. For this reason many authors 
recommend that a preliminary treatment of digi- 
talis and rest be given until compensation be 
restored. 

Most observers are agreed that the combina- 
tion of digitalis and quinidin is not without 
danger, as the two drugs are antagonistic in their 
action and their combined use tends to lessen 
the chances of a return of a normal rhythm. 

As to the improvement noted after the return 
of normal rhythm, there is also a difference of opin- . 
ion among clinicians. As pointed out above, the 
chance of success as regards improvement in the 
patient’s feeling will depend upon how much these 








sensations are directly due to the irregular rhythm 
or to the decompensation due to myocardial 
changes. The fact remains, however, that a 
great many patients have felt remarkable im- 
provement after its use, particularly in respect to 
painful precordial sensations and their ability to 
respond: to exercise. It is in the paroxysmal type 
of cases due to various toxic agents, that the 
quickest response and the more lasting effect is 
to be expected. In those cases of fibrillation due 
to extensive myocardial changes, relapses are fre- 
quent, but as a rule they respond to repeated 
dosage. In order to: prevent such relapses it is 
recommended to continue the drug in small doses, 
very much the same as is the custom when using 
digitalis. 

As yet it is impossible to define the length of 
time in which the normal rhythm will persist. 
Up to the present nine months seems to be the 
longest period reported. 

It.is not uncommon to have patients complain 
of nausea, headache and increased palpitation 
with a small rapid soft pulse at a stage just pre- 
ceding the transition to normal rhythm. Here it 
is that excessive caution may lessen chances of a 
favourable outcome. However, all observers are 
agreed that this powerful drug is not without 
danger. Sudden death, alarming collapse with 
respiratory failure and several unpleasant results 
in the form of embolic infarcts have been reported. 
In one series of five fatal cases, four presented the 


_ Physical Standards for Working Children. 
—The problem of the regulation of child labour, 
like many other social and economic questions, 
takes on broader aspects and telations the more 
carefully it is studied. The difficult point to de- 
termine is, at what age and under what conditions 
can a child begin to work without endangering his 
future physical and mental development? Pro- 
hibition of the employment of children in certain 
tasks and the creation of an arbitrary fixed mini- 
mum wage for entrance into any employment are 
only partial solutions of the problem. Any per- 
manent and fundamental legislation requires the 
establishment of standards of physical fitness 
which all children entering employment should be 
required to meet. The creation of such stand- 
ards, in turn, requires the formulation of definite 
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heart in a badly decompensated state, from which 
it may be inferred that decompensation should 
first be treated before administering quinidin. 

Summary.—The general consensus of opinion 
is that: 

1.—Quinidin checks auricular fibrillation in 
about 50 per cent. of the cases: the more recent 
the onset the more favourable the outlook. 

2.—With the return of normal rhythm the gen- 
eral condition is frequently improved; occasion- 
ally a very striking improvement is noted, even 
when digitalis has failed to maintain compensa- 
tion. 

3.—Quinidin should be given only after decom- 
pensation has been treated by other methods, 
after an exact diagnosis has been made, and when 
the patient is kept under careful supervision. 

4.—The combination of digitalis and quinidin 
should be avoided. 3 

5.—When used, quinidin should be carefully 
controlled by every available means. 

6.—That its use is not without danger. 
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standards of normal development for the use of 
physicians in examining a child applying for a 
permit to work. To fill this need, the Children’s 
Bureau appointed a representative committee of 
physicians to formulate such standards. Their 
report appears in Bulletin 79 of the Children’s 
Bureau, consisting of general recommendations 
regarding methods of examination, a standard 
record sheet of physical examinations for employ- 
ment, for the use of the examining physician, 
and an instruction chart for physicians in making 
such examinations and filling out reports. The 
bulletin is a preliminary one, and it is. expected 
that from time to time the results of further 
scientific research and practical experience in this 
field will be published.—Jour. Amer. Med. Assoc., 
September 17, 1921. 
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Editorial 


ON THE NATURE AND ORIGIN OF THE ANGINAL SYNDROME 


IR CLIFFORD ALLBUTT, in his 
work on “Diseases of the Arteries,” 
published a few years ago, stated that he 
regarded this distressing syndrome as due 
to a morbid exaltation of the sensibility 
to tension of the tissues of the aorta near 
its junction with the heart. Here at the 
entrance to the aorta, where tension is 
transferred into velocity, we expect to 
find the most sensitive area and the most 
efficient afferent nerve supply. He terms 
the lower portion of the ascending aorta, 
the anginiferous area, which though in 
this spot most sensitive may at times 
extend as far as the arch. In the treat- 
ment of angina he emphasizes the value 
of a period of complete rest, long enough 
to calm this central lability. The danger 
in his opinion consists in the awakening 
of the inhibitory afferent which by an 
over-protective action only too often in 
attempting to save the part sacrifices the 
whole. 
Sir James Mackenzie in a recent essay 
on Angina Pectoris (Oxford Medicine, Vol. 
II., p. 423) enunciates the view that pain 


in this affection is to be regarded as an © 


expression of exhaustion of the heart 
muscle. This view he considers gives us 
the best idea of the condition we have to 
deal with. The anginal syndrome may 
appear in many forms of disorder of the 
heart; frequently in those associated with 
gross disease, but occasionally in hearts 
in which the musculature is only tempor- 
arily exhausted. At the same time Mac- 
kenzie admits ignorance of many factors 
necessary to a full understanding of the 
exact etiology of the pain, the severity of 
which must not be regarded as a true 
index of the actual seriousness of the case. 
Only by a careful examination of the 
conditions provoking the symptoms can 
an estimation be made of its importance. 


The association of angina with disease 
of the coronary arteries has been so fre- 
quently recognized at autopsy that some 
clinicians regard its occurrence as almost 
definite evidence of coronary disease; the 
pain has been actually referred to the 
arterial walls. If, however, we look 
upon disease in these arteries as inter- 
fering with an adequate supply of blood 
to the heart muscle, thus impairing 
nutrition and leading to rapid exhaustion 
on slight exertion, a truer picture of the 
nature of the complaint in Sir James 
Mackenzie’s opinion is obtained. 


Of the pathological changes leading to 
the anginal syndrome, Mackenzie after 
the examination of many hundreds of 
cases, makes the following grouping: 


1.—Changes in the arterial walls in 
people in advanced life, leading to a 
deficient blood supply to all the tissues 
in the body, but more especially to 
those of the heart. 


2.—Changes chiefly manifested in 
the coronary arteries proceeding rapidly, 
despite treatment, to a fatal ending. 

3.—Hearts in which the valves have 
been much damaged, especially the 
aortic valves. 

4.—Chronic lesions in the kidney, 
with high blood pressure. 

5.—A small group of rare conditions 
difficult to classify. 

In connection with the third group, in 
which damaged valves play an important 
part, Mackenzie states that although 
anginal pain indicative of muscle exhaus- 
tion may be associated with mitral valve 
disease, it is not met with so frequently 
or in so severe a form as it is in lesions of 
the aortic valve. Anginal pain is also 
often associated with a rise in blood 
pressure, and it may also, in his opinion, 











be provoked during periods of exhaustion 

such as may occur in persistent sleepless- 

ness. 

In opposition to these views, which give 

a purely cardiac explanation of the anginal 

Syndrome, Sir Charlton Briscoe, at a 

recent meeting of the Harvian Society in 

London (Brit. Med. Jour., December 19, 

1921) put forward the view that the an-* 
ginal syndrome may be due in great 

measure to respiratory spasm. He said 

that he considered the causes. of an 

anginal attack were such as to place a 
strain upon the respiratory as well as upon 
the circulatory apparatus; and also that 
no adequate explanation has been forth- 
coming for nocturnal attacks on the 
theory that the syndrome arose from circu- 
latory stress; whereas such attacks are 
much more consistent with a theory of 
respiratory origm. Referred pains may 
arise from tender over-fatigued skeletal 
muscles. The anginal syndrome in Sir 
Charles Briscoe’s opinion was due in great 
measure to over-fatigue of the: several 
muscles acting on the upper respiratory 
apparatus. The triangularis sterni is in 
constant operation during life, but 
through degenerative changes and strain 
may become tender and refer pain to the 
back of sternum or outwards to the 
axilla; the scaleni and intercostals of the 
first five spaces under similar conditions 
may refer pain to the arm, shoulder, or 
anterior axillary region. The composite 
referred areas of these muscles present a 
picture similar to the areas of pain in 
angina. Sir Charles Briscoe stated that 
in his experience, instantaneous relief was 
possible when assistance was given to the 
expiratory muscles of the upper thoracic 
segments. His general conclusions were 
summed up asfollows: Suchfatigued mus- 
cles are excited under the same conditions 
as are usually associated with anginal at- 
tacks; these respiratory muscles when 
tender may refer pains to those areas 
which’ are affected in the anginal syn- 
drome. In his experience treatment 
by pressure proved effective in relieving 
the attack. Progressive ossification of 
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ribs and cartilages in advanced life might 
be one of the causes leading to this res- 
piratory stress. 

Sir Sydney Russell Wells in the dis- 
cussion that followed remarked on the 
fact that by many, the purely cardiac 
explanation of angina was being dis- 
credited. Not only had Sir Charles 
Briscoe assailed it from one side, but 
another recent writer regarded it as 
entirely of gastric origin. In grave de- 
generative disease of the arteries, it was 
not only the aorta which was affected; it 
was quite conceivable that the wide- 
spread changes which went on in the 
chest set up an irritable condition of the 
muscles, and was a factor in the induction 
of these referred pains. Sir John Broad- 
bent admitted that the pathology of 
these referred pains was not easy of ex- 
planation. He did not consider that one 
cause only, such as failure of contractility, 
whether from defective blood supply or 
from degenerative changes in the muscle 
itself, would completely account for it. 
Sir James Mackenzie in a previous ex- 
planation of angina had stated that he 
considered the characteristic gripping 
pain was caused by a spasm of the inter- 
costal muscles. He thought that the 
solution of the question turned on which 
was the cart and which the horse. Was 
the contraction of the respiratory muscles 
as the sequel of an angina the explanation 
of the pain; or, was the pain caused by 
the spasm of the respiratory muscles, the 
primary condition? 

- Dr. Wiltshire did not consider it wise 
to give up a cardiac explanation for many 
forms of angina. He did not think that 
Sir Charles Briscoe claimed to have solved 
the whole riddle, but only to have fur- 
ished some facts in regard to those cases 
which could not be definitely labeled or 
docketed- under previous groupings. In- 
sofar as he had done this, he had helped 
the rest of them to reach a stage nearer 
the truth. He thought that in the 
present state of our knowledge it would be 
wiser to regard angina as not necessarily 
only a cardiac phenomenon. 
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BODILY TEMPERATURE AND HIBERNATION 


oo animals which maintain a steady 

temperature higher than that of 
their surroundings are birds and mammals. 
The lower vertebrates and the -inverte- 
brates tend to assume the temperature 
of their surroundings, becoming active 
in warm weather, dull and sluggish in 
winter. | 

The acquisition of homoiothermy in the 
process of evolution became possible 
only with the development of a non- 
conducting coat of hair or feathers. 
Where hair is sparse or absent in mam- 
mals, as in whales, in the pig and in man, 
a subcutaneous layer of feebly vascular- 
ised fat takes its place. Under the skin 
of a sheep, which has a natural, warm, 
woolly covering, there is no blanket of 
subcutaneous fat as in the more naked 
animals. This inverse relation between 
the development of an external hairy or 
feathery jacket and of subcutaneous fat 
is consistently observed in the -higher 
vertebrates. 

In winter certain members of the more 
primitive orders of mammals, or rather 
of the Eutherian group thereof, become 
temporarily cold-blooded and pass into a 
state of hibernation, in which they take 
the temperature of their surroundings 
and have a very slow metabolism. To 
‘avoid death by freezing, as in the Cana- 
dian climate, they retire to deep burrows 


SIMPLE GOITRE IN MAN: 


N certain sections of this continent 
over 60 per cent. of the population 
show a noticeable enlargement of the 
thyroid; its prevention and treatment is 
therefore a matter of more than passing 
interest. 
The goitre first appears between the 
ages ot ten and fifteen years and reaches 
its greatest size between the seventeenth 


underground, where the frest begins to 
penetrate, if at all, only by the end of the 
winter. Now, investigation has shown 
that there is a deep-seated physiological 
difference between the more vital tissues. 
of hibernating and of non-hibernating 
mammals. The excised heart, for ex- 
ample, of an ordinary mammal ceases to- 
beat when the temperature of the per- 
fusion fluid falls to about 1° C.; on the 
other hand, the excised heart of a hiber- 
nating mammal continues in activity at 
any temperature down to the freezing 
point of cardiac tissue (Tait). A cor- 
responding statement seems to hold true 
of the activity of the respiratory centre; 
a dog chilled by exposure has his respira- 
tion paralysed at a temperature away: 
above that at which the respiration of a. | 
woodchuck proceeds without hindrance. 
Thus the vitally important tissues of the 
higher mammals are adjusted to function 
within a more circumscribed range of 
temperature than those of hibernating 
mammals. It is difficult to be sure 
whether the power of hibernation repre- 
sents an adaptation developed by north- 
ern animals since the homoiothermic mam- 
malian stock was created, or whether it. 
represents a retention of an endowment 
once commen to all the mammals. The 
balance of evidence is perhaps in favour 
of the latter contingency. 


ITS PREVENTION AND TREATMENT 


and twenty-second year. A certain num-- 
ber then regress; others pass over into- 
the adenomatous type; a few develop 
exophthalmic goitre, but the majority 
persist as more ou less permanent en- 
largements of the gland. During the. 
early stage the gland shows many signs. 
of increased activity. It is enlarged, the 
thyroid arteries frequently are palpable- 











and may be rolled under the finger, and 
there is a well defined hum and thrill over 
the tumour. With all these signs of 
activity there is no evident increase over 
the normal pulse rate for the patient’s 
age, and the basal metabolism is usually 
from 8 to 12 per cent. below the normal 
rate.. showing a deficiency in thyroid 
secretion. Sections of the glands show a 
moderate hyperplasia of: the epithelial 
cells of the acini, a marked increase in the 
amount of colloid, and in a certain propor- 
tion adenomatous nodules buried in the 
enlarged gland will be seen. 

Plummer gives the following explana- 
tion of this apparent thyroid hyperactivity 
associated with a deficient secretion of 
thyroxin. He assumes that the normal 
stimulus for increased thyioid action is a 
partial exhaustion of the body’s supply 
of thyroxin. There are several factors 
which interfere with the production of 
the hormone and lower the amount of 
thyroxin delivered by the gland. One of 
the best known of these factors is an 
actual or relative shortage of iodine in 
the body. Another possibility is some 
disturbance of the cell metabolism which 
lowers the normal rate of synthesis of 
thyroxin by the gland. However, even 
under these conditions a thyroid can de- 
liver the normal amount of thyroxin if it 
be stimulated to a sufficient extent, but 
as a tule it tends to Jag behind the de- 
mands of the tissues, and the basal 
metabolism shows a corresponding fall. 
To the increasing stimulation the gland 
responds by signs of over-activity, and 
under these conditions tends to put down 
an excess of colloid in its acini. This 
constitutes the diffuse colloid goitre of 
adolescence. In a certain number of 
cases the stimulation activates embryonal 
cell nests, which grow into adenomatous 
nodules. At first these are buried in the 
colloid, and they only become apparent 
in the third decade when the colloid ma- 
terial is receding. 

These suggestions offer the scientific 
explanation of the reports of Marine and 
Kimball on the effects of iodide therapy 
in the thyroids of a group of school chil- 
dren in Ohio. Their studies cover a per- 
iod of thirty months, during which they 
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examined 4,495 pupils, approximately one 
half of whom received sodium iodide, 
while the others served as controls. Each 
subject was given 0.2 gram of sodium 
iodide each school day for ten doses, and 
this course was repeated at the end of six 
months. The controls received no medi- 
cation. At the end of the year the whole 
group was re-examined and the results 
were of remarkable interest. Only two 
out of 902 normal cases developed en- 
larged thyroids after the treatment was 
commenced, while 27 per cent. of the un- 
treated pupils showed enlargement at the 
subsequent examination. Similarly 58 
per cent. of those with slight enlargement 
showed a decrease in the size of the gland 
after treatment, while only one per cent. 
showed spontaneous regression of the 
tumour. The result of the iodide therapy 
was even more striking in those with 
moderate enlargement of the thyroid. 
The iodine was wel] tolerated by practi-. 
cally all those taking the treatment, and 
in no instance did signs of hyperthyroid- 
ism make their appearance. 

Plummer reports similar and even more 
dramatic effects in this type of goitre, 
following the use of thyroxin intravenous- 
ly. The increased vascularity subsides 
within the first twenty-four hours, and in 
three weeks the gland, previously the size. 
of the fist, can be felt only with difficulty. 
Continued use of thyroxin or thyroid ex-. 
tract is required to prevent a redeposition 
of colloid, and in this respect he agrees 
with Marine and Kimball that iodide 
therapy will have the same effects as the 
thyroid products. 

In this regard one may sound a note of 
warning as to the unwarranted use of 
surgical and x-ray treatment in these 
cases. There is no hypersecretion of 
thyroxin, the gland in the strict sense of 
the word is not over-functioning. A re- 
moval of thyroid tissue by the surgeon or 
a depression of the already disturbed 


. function of the gland by radiation is 


usually followed by signs of myxcedema 
or by an increase of- the adenomatous 
nodules in the portion of gland which 
remains. These ‘are cases where treat- 
ment falls into the realm of the physician, 
as the exhibition of thyroid or iodine, 
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brings about a prompt relief of the condi- 
tion. Basal metabolism determinations 
assume an equally important role in these 
patients, as in those with an outspoken 
hyperthyroidism. 

Plummer’s considerations offer a scien- 
tific explanation of the well-known thera- 
peutic fact that certain cases of goitre 


































ae American College of Surgeons, as 

is the common lot of big public un- 
dertakings, has been the target of not a 
little criticism. Some have said that it 
was tinctured with commercialism; others 
that it was too “highbrow”; some have 
been heard to remark that after all, Chi- 
cago was perhaps not the hub of the Uni- 
ted States in the matter of surgery; others 
have said that no more ideal place for 
headquarters could be found; for some 
the requirements of admission were based 
too low, for others too high. It is hinted 
that some ungenerous spirits have written 
out the cheque for their annual dues in 
quite a grudging spirit. But with regard 
to one thing criticism has been quite 
lacking. That one thing is the work of 
the American College of- Surgeons in 
hospital standardization. After all, the 
need was great, the work that has been 
done is outstanding, and the result so 
far has been quite extraordinary. This 
department of the work of the College has 
received great commendation and_ has 
been widely advertised. It has certainly 
aroused a very deep interest, and at a 
meeting of those interested in this depart- 
ment, held in Philadelphia during the 
recent. annual meeting of the College, 
numerous papers were presented on the 
various aspects of hospital standardiza- 
tion by men who have been doing work in 
connection with it, such as Martin, Slobe, 
Moulinier,; by hospital superintendents 
such as McEachran and Hayward; by 


























































































































REPORT OF THE CONFERENCE UPON HOSPITAL STAND- 
ARDIZATION 
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were and are helped by thyroid medication 
while others are definitely harmed. By 
the use of basal metabolism determina- 
tions these cases can be picked out with 
certainty, and another step has been 
gained from the empirical towards the 
rational application of drug therapy. 





trustees of hospitals, and several general 
practitioners. Dr. Franklin Martin re- 


‘lated briefly the history of the movement 


and its growth, and stated as the mini- 
mum conditions without which, in the 
opinion of the American College of Sur- 
geons, a hospital could hardly be recog- 
nized as a hospital, were first, records; 
second, an honest and competent staff; 
third, staff meetings; and fourth, labora- 
tories. The adoption of these as the 
minimum standard led immediately to a 
survey of the hospitals in the United States 
and Canada to ascertain which met this 
minimum; and for the last three or four 
years surveyors, employed by the College, 
have been visiting all hospitals of over 
one hundred beds. Dr. Slobe gave a 
summary of this hospital survey during 
1921, and the figures are interesting. The 
total number of one hundred bed hospitals 
amounts to 761, of which 568, or 74 per 
cent., were approved as fulfilling the mini- 
mum standard. Last year only 57 per 
cent. were on the approved list. Besides 
these larger hospitals there were visited 
during the past two years 704 fifty-bed 
hospitals. ‘The total number of hospitals 
visited by the College surveyors during 
the past year amounts to 1007. Dr. 
Slobe reported a steady improvement in 
the case reports and in laboratories, but 
found that there was still slackness in the 
adoption of a type of staff meeting which 
would clearly analyze the clinical results. 
Dr. Dickenson, of New York, emphasized 








the necessity and the value of the follow- 
up system. Dr. Hayward, superintend- 
ent of the Montreal General Hospital, 
declared himself in favour of the type- 
written case report, and of a greater use 
of the staff meeting. Nothing, he points 
out, makes more certainly for a good 
esprit de corps. The contribution of Mr. 
Newton Davis, of Chicago, who is the 
Executive Secretary for the Board of 
Hospitals and Homes for the Methodist 
Church, which has contro] of sixty-five 
institutions, was particularly interesting 
as representing the views of hospital 
trustees. He pointed out that most trus- 
tees are ready to be interested in the plan 
of hospital standardization because they 
see in it an increase of efficiency from the 
business point of view. It is easy to 
convince them that hospital results ought 
to come under an accounting or audit in 
the same way as’is the custom in general 
business. The extra expense will not 
frighten them. One president, at the end 
of a discussion, said frankly: ‘We can not 
afford not to put in the additional equip- 
ment; not to put in all the standard re- 
quirements, regardless of the expenditure 
of money that it does entail.”” Mr. Davis 
added that in his opinion the body of lay- 
men throughout. the entire country are 


extremely pleased with this great pro-. 


gramme of the College of Surgeons, and 
he enquires pertinently, ‘Why should 
they not be?” The whole thing is ob- 
viously business-like. He points out that 
in the last analysis responsibility for every 
case that comes into a hospital devolves 
on the trustees. 

Dr. Dunott, as Chairman of the Medi- 
cal and Surgical Section of the American 
Railway Association, emphasized the fact 
that the railways generally were taking 
the position that they would have their 
men treated only in hospitals that fulfilled 
the minimum standard. 

Dr. McEachran, of the Vancouver 
General Hospital, gave a concise sum- 
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mary of the rationale of the movement 
and of what it was accomplishing. Be- 
cause of the better working out of the 
case in the hospital; because of better 
diagnosis; because of more independently 
applied treatment; because of the staff 
review conference work, our hospitals are 
now reporting lower death rates, reduced . 
number of operations, fewer post opera- 
tive infections and complications, and 
lastly a shortening of the patient’s stay 
in the hospital. He pointed out further 
that this movement has created a deepened 
sense of responsibility in our so-called 
hospital groups in the care of the sick, 
both in the hospital and outside. Hospital 
staffs have become more conscientious; 
medical men generally have been im- 
pressed by the movement, and try to 
mould their ways to produce better and 
more scientific results. Boards of trus- 
tees are realizing their responsibility, and, 
consequently, are demanding not merely 
a financial report but also what Dr. Mc- 
Eachran called a “physical report”? show- 
ing the physical assets and liabilities, the 
assets being patients discharged well and 
improved; the liabilities being deaths, 
unimproved cases, infections and com- 
plications, and from these the trustees 
make their balance sheet. He pointed 
out further that the genetal public is now 
asking, before they go in for treatment, 
whether the hospital which they propose 
to enter is meeting the required standard. 
The movement has also an economic as- 
pect affecting the nation, because it 
means fewer deaths, less cost to the hos- 
pital, and the patient, and an earlier 
return of the patient to earning power. 
The reviewer is unable to see how any- 
thing but commendation can be given to 


this work of the American College of 
Surgeons. Its value is incontestable, its 
rapid growth astonishing, and the amount 
of good already accomplished quite ex- 
traordinary. 


Flavouring.— Magnesium sulphate is common- 
_ly employed as a purgative rather than sodium 
‘sulphate, owing to the greater bitterness of the 
latter. Yet magnesium sulphate has a concomi- 
tant nastiness which makes it harder to covet 
with flavours. A saturated solution of sodium 
sulphate containing 20-25% of either Liquid Ex- 
tract of Liquorice o1 of a well-prepared Syrup of 
Lemon (this is easixy made by any bousewife fo.- 
lowing the directions of the Pharmacopoeia) 
makes a very palatable preparation. A saturated 
solution of magnesium sulphate can best be cover- 
ed by 20-25% of the Liquid Extract of Liquorice. 
Syrup of Lemon is by no means suitable as a 
cover in this case and indeed no other B.L. fla- 
‘vour is at all equal to Liquorice. The following 
prescriptions will give palatable mixtures with 
little bitterness, though slightly salty :— 


B Be 
Sodii Sulphatis............ oz..ii Sodii Sulphatis............ 02..ii 
Extracti Glycyrrhize Syrupi Limonis.......... dr..ii 
NINE cnsivvanp scence: 4 AINMMRIIMII ccccenarivininenisil 02..ii 
PII I iiss soci cians OZ..1i 


—J. Deas, Dept. Pharm. U. of T. 


Asaya-Neural.—Not long since the medical 
profession received samples of a “tonic” known 
as Asaya-Neural. This preparation was said to 
contain lecithin, glycerophosphates of iron, lime, 
soda and potash and Avenine and Strychnine, 
“in view of their well known tonic and stimulat- 
ing effects on the central nervous system.” 

Have you ever heard of avenine? Most phar- 
macologists have not. In 1883 Sanson isolated 
from oats (avena sativa) an alkaloid which he 
thought resembled strychnine. Weisser and Ko- 
bert each tested it and found it pharmacologically 
inactive. 

A medical man took a dose of this medicine be- 
fore breakfast. In a few minutes he felt a little 
gastric distress but disregarding this had break- 
fast. In a half hour he noticed that his feet were 
hot and itchy. On examining them, they were 





*Under the charge of the Committee on Pharmacy, 
Ontario Medical Association. 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


CTherapeutical and Pharmaceutical Ftems* 


fluence the brain. 








red and swollen. This redness spread all over his 
body, gradually passing from his feet. In three 
hours, when seen by me, his face was still flushed, 
his eyelids puffy and his conjunctiva blood-shot. 
His hands were still red and swollen. A typical 
case of generalized urticaria. 

A careful chemical examination of the sample 
he brought and of another, by two different me- 
thods which should have disclosed thu presence 
of lecithin, failed to do so. 

When phosphorus was first isolated from bones 
and the brain, it was introduced into medicine as 
a cure for many diseases affecting these structures. 
While it has an effect on bone growth, none on the 
brain was ever demonstrated. Later the phos- 
phates were tried with quite negative results, 
still later the glycerophosphates and later still 
lecithin. None of these bodies in the least in- 
We have no knowledge, in 
spite of the implications contained in the litera- 
ture supplied with Asaya-Neural, that brain acti- 
vity uses up in any way or amount the supply of 
any of the complex phosphorus- ontaining con- 
stituents of the brain, of which of course lecithin 
isone. We have no reason to believe that supply- 
ing lecithin in the food is necessary for the proper 
functioning of the body or in any way influences 
cerebral activity——V. E. Henprrson, Dept. of 
Pharmacology, U. of T. 


Tincture of Digitalis—Is, according to the 
British Pharmacopoeia, made by percolating, 10 
grammes of digitalis leaves with 100 mils (or cc.) 
of 70% alcohol. This gives no standard of thera- 
peutic strength. The American Pharmacopoeia 
lays down a standard of potency which is obtained 
by test on frogs, and any tincture branded as a 
Standardized Tincture must conform to this. 
That this is important may be seen if the tinc- 
tures, as obtained by purchase from druggists in 
Canada, are so compared. Samples examined 
here have shown a variation of from one-eighth 
to one and one-eighth of the required strength, 
a variation of nine times. A clinically thera- 
peutic dose of such a tincture would probably be 








‘a toxic dose of the strongest one. This labora- 
tory is prepared to test samples submitted by 
physicians before June Ist. 

A tincture made with 70% alcobol keeps well 
in a closely stoppered bottle. It deteriorates 
if the bottle is kept long, i. e. months, after being 
opened. It deteriorates rapidly (in a week or 
two) if diluted with water or syrups and often 
when weaker alcohols are added. A concentrat- 
ed, tincture or extract if diluted often deterior- 
ates rapidly. 
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Acid or alkalin: solutions (e. g. Tinctura Ferri 
Perchloride) cause very rapid deteri>ration. 

The concensus of opinion of those who have 
tested special preparations Digalen, Fat-free Tinc- 
tures, etc., are that they are of no more advantage 
than an ordinary tincture if properly standardiz- 
ed. 

How long will the medical profession tolerate 
this uncertainty in regard to the quality of the 
drugs with which it is supplied ?—N. C. SHarpe, 
Dept. of Pharmacology, U. of T. 


The Hssociation 


BULLETIN No. 1 


ENTERTAINMENT COMMITTEE CANADIAN 
MEDICAL ASSOCIATION 


Remember the dates of the Meeting. June 20-23rd. 1920 


Provision is being made for the entertainment not 
only of the members of the Association, but also their 
wives and children. 

‘Man cannot live by bread alone.’—In other words, 
—a purely scientific programme would make the C.M.A. 
meeting lop-sided and tiresome, and would result in loss 
of interest by the members, especially those braifi weary 
and overworked practitioners, who need, and seek recrea- 
tion and mental rejuvenation, after the exactiors of prac- 
tice. — 


If you are a sward swatter,—bring along you: Golf 
impedimenta. 

If Tennis is your athletic hobby,—put your racquet 
in your trunk, and opportunity will be afforded you to 
play. 

If gratification of a thirst is your main source of rec- 
reation,—bring your bottle with you, as Manitoba is a 


dry country, and Winnipeg has not yet shown any signs 
of being an oasis. 

If you have wild oats that you feel must be sown,— 
bring them with you. We have the finest agricultural 
country in the world, and our soil will grow wild oats as 
well as anything else. 

No matter, however, what your tastes and addictions 
may be, plan to take your vacation in Winnipeg in June 
next. If you will supply the presence,—we will do the 
rest. 


C.M.A. MEETING, WINNIPEG, 
JUNE 20-23rd. 1922. 


DON’T FORGET THE DATE 
CANADIAN SOCIETY OF ANAESTHETISTS 


The second annual meeting of the Canadian Society 
of Anaesthetists will take place at Winnipeg, June the 
twentieth to twenty-second, 1922, in conjunction with 
that of the Canadian Medical Association. 

The programme, which is at present under prepara- 
tion, will be published later. Those interested are in- 
vited to communicate with the secretary, Dr. Wesley 
Bourne, 34 St. Mark Street, Montreal. 


Corresponodence 


Hamilton, Ont., Jan. 10, 1922 


To the Editor: 

DEAR Sir:—With your benevolent consent it might 
be agreeable and worth while to impose on your many 
readers a few thoughts relating to the ‘Profession of 
Medicine and its Practice” as witnessed to-day. __ 

It will be conceded—Lodge work has for some years 
invaded our ranks, and who will claim that such practice 
has tended to make us better physicians and more careful 
and thorough clinicians? Has it not wrought quite the 
reverse? A carelessness in examination and diagnosis 
that is quite undeniable. Nor is this all: the profession 





has suffered in dignity and influence, besides being cheap- 
ened in the eyes of the public. 

But the end is not yet—industrial contract work and 
health centres of various kinds have sprung up throughout 
the land, which means the bartering of professional 
services, more or less—a few benefitting at the expense of 
the many. 

It has been asked before, by leading clinicians of 
foremost place, and may reasonably be asked again: 
‘What is to become of the ‘general practitioners’ and the 
every-day practice of medicine?” Can our civilization 
afford to lose them? Shall we all turn specialists? 

Moreover—the profession has foolishly enough raised 
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the status of nursing so high, or have countenanced the 
raising of it (a hospital training of routine work) that its 
members have almost become a menace to the practice of 
medicine; 7. e , a physician and some nurses almost super- 
vise the health centres. A school nurse makes lightning 
diagnoses of eyes, ears, noses and throats, with the un- 
precedented composure of a specialist, and scarcely falters 
at skin diseases. The training has been most complete. 
Perhaps, after it is too late, physicians may wake to the 
many inroads on the practice of medicine and demand a 
three years’ course in some hospital, rather than five 
years at our highly-developed university, with the subse- 
quent post-grad. work. 

However, have we not some real house-cleaning to 
do ourselves? Are we as clinicians maintaining the 
standard (note the word) that Medicine once placed high? 
Is it our aim to be clinicians in the same sense as was Bright 
in his studies of kidney diseases, 1827; as was Hodgkins, 
known to us by the disease bearing his name Hodgkins’ 
Disease, generally termed lymphadenoma, 1852; or Bennett 
or Virchow by their descriptions of leukemia, 1845; or as 
— by his diseases of the suprarenal capsules, 

You will observe that dates, etc. have been given; 
and were these not the days when test tubes and blood 
counts were little known about? When “blood pressure’”’ 
—the almost ever-present bugbear to-day of patients over 
forty—was interpreted by tension, quality, volume, and 
recession of pulse wave, plus the study of the condition of 
the arteries. 

These men, and many more, used their God-given 
Senses to the utmost, seeing, hearing, touching and even 
smelling; and how much did these great clinicians enrich 
medicine and save humanity? Their works endure; they 
are classics, nothing less. And what of Harvey, and the 
opening of the door to physiological study and allied 
subjects; Sydenham, the English Hippocrates, with his 
differentiation of the exanthemata; Jenner, who cast out 
smallpox from civilized countries, and led the way to 
vaccines, serums, etc.? Where is there such a galaxy of 
clinicians? Let us ever remember that while surgeons 
have saved their thousands, clinicians have saved their 
tens of thousands. 

Again—it is stated with worthy intent—these great 
clinicians used their senses to the utmost. Test tubes, 
slides, cover-glasses and stains together with cultures, 
had not been developed, and, however important, the x-ray 
was still undiscovered. Unquestionably they help; but 
do not these very helps decrease in a measure the acumen 
of the clinicians of to-day? Do not laboratory tests 
outweigh, all too frequently, clinical examinations? We 
lean on the former too much, and pursue the latter too 
little. 

Sir, it is maintained we need to take our “profession”’ 
more seriously. Much more time should be given to 
physical examinations of patients, co-relating the various 
systems in disease and in health, thus obtaining a true 
clinical picture of each patient—something so frequently 
lost sight of in laboratory work. Again, the mind and 
soul cannot be ignored. See the “cults” preying on the 
people to-day! Cannot some of these burdens be laid at 
our doors? 
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Why have we osteopaths, manopaths, and other 
“paths” among us? Briefly, because we fail all too fre- 
quently as clinicians: We lack thoroughness in examina- 
tions and under-value co-relating what we find. 

In a word: let us get back to real clinical medicine. 
Keep before us the great outstanding clinicians; give 
thorough and honest examinations to our patients; and 
without doubt the profession of medicine—a foremost 
profession—will be greatly enriched by such worthy 
efforts. Believe me, 

Yours truly, 


THOMAS WICKETT, ’94 


Dr. WICKET?T’s letter, sent in on January 10th, is 
published for the purpose of stimulating what should 
exist in any journal claiming to be in touch with the 
medical profession—an active column of correspondence. 
Too few letters reach the office; most of the complaints or 
the few words of encouragement are usually simply picked 
up in passing, and we welcome a letter from a man who has 
been in general practice for nearly thirty years. There is 
much truth in what he says, and everyone will agree with 
him that Lodge practice does not make us better physicians 
and more careful clinicians. One feels, however, that 
health centres should be carefully separated from the 
criticisms which are aimed at Lodge and Industrial Con- 
tract work. A good nurse in a school or an institution 
proves her worth in short time. Should a nurse attempt 
to diagnose a serious condition without consulting a 
physician that must be recognized as the fault of the nurse, 
not of the system. If a doctor prefers to treat each 
scratch, each cut, no matter how trivial, he must sacrifice 
his one great asset in life, namely, time. A busy man 
would welcome the assistance of someone able to take 
from his mind and from his hands the care of the great 
run of trivialities. He asks the question, very rightly, 
whether we are maintaining as clinicians, the standard of 
medicine, a question which is daily put to all of us, and 
which does not permit of ready answer. Good clinicians 
do exist and are always developing, better armed, perhaps, 
than the wonderful men whom Dr. Wickett mentions 
because they have the laboratory and its training back of 
them. One will quite agree with him, that, in many 
schools, too little attention is paid to observation and to 
the study of pure clinical conditions, and one hopes for a 
swing back to the days when each part of a patient’s body 
was subjected to careful observation. It is a good sign 
when a member of our profession admits that we have 
osteopath, manopath, and other “‘paths’”’ amongs us 
because we fail all too frequently as clinicians and ol)- 
servers, and because we lack thoroughness in examinations. 

~ O. E. B. 


Dr. MATHERS writes us that some sentences in his 
paper, excerpts from the writings of other authors, have 
through the oversight of the printer not been mark«d 
as quotations. 
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Abstracts from Current Literature 





SURGERY 


Massive Hypertrophy of the Breast. Keyser, L.D.: 
Surg., Gynec. and Obstet., December, 1921, Vol. 33, 
page 607. 


IN introducing his subject the author presents a few 
of the facts concerning normal mammary development 
and some of the more commonly accepted theories regard- 
ing the physiology. At birth the gland consists of a 
number of solid epithelial columns terminating at the 
nipple. Shortly after birth, following signs of mammary 
activity, these cells become canalized and expressed, 
leaving a system of branching tubules. At puberty there 
is an increase in the parenchyma, cells and adipose tissue, 
when the gland becomes definitely divided into lobes. 
During pregnancy the epithelial cells increase with a 
corresponding decrease in the adipose tissue. 

The factors which control mammary function are 
still obscure, givng rise to many theories. There appears 
to be a close association between mammary function and 
the organs of reproduction, more especially the ovary. 
Puberty hypertrophy is almest certainly dependent on 
ovarian activity. It seems probable that massive hyper- 
trophy depends for its cause on some dyscrasia of the 
endocrine system. A certain degree of excessive enlarge- 
ment of the breast is within physiological limits. In 
pathological hypertrophy there is a diffuse enlargement 
of the normal differentiated tissue elements of the gland. 

The greater number of patients come under observa- 
tion at 16 years. The enlargement is usually noticed 
shortly before or after the first menstrual pcriod. The 
majority of the patients had breasts of from 7 to 10 
pounds, but in some cases have reached as high as 64 
pounds. The process is more often bilateral. The 
average period of growth for all patients under 21 was 20 
months. Racial and climatic factors apparently have no 
bearing on the etiology. Pathologically these cases may 
be divided into two groups: one where the fibro-epithelial 
elements are hypertrophied and the other where the adi- 
pose tissue is increased. ‘The latter condition is extremely 
rare. Flattening of the nipple is almost always present. 
There does not appear to be any relation between the 
degree of hypertrophy and the amount of secretion. Pain 
of varying degree is occasionally present. Spontaneous 
diminution in size to normal is known to occur. Sexuai 
anomalies or disease of the reproductive organs may be 
associated with massive hypertrophies. 

Amputation is the only treatment indicated if spon- 
taneous regression fails to occur. Gero. A. FLEET 


Jejunal Diverticula. Hunt, E.I., anp Cook, P. A.: Ann. 
Surg., December, 1921, vol. 74, page 746. 


THE authors place on record two case histories of 
diverticulum of the upper third of the jejunum, in one of 
which the diagnosis was made by the x-ray and confirmed 
by operation, whereby the diverticulum was removed with 
recovery of the patient and relief of symptoms. In the 
other case (presented by courtesy of a colleague), a 
diagnosis of appendicitis was made on account, of abdom- 
inal pains, nausea and vomiting, and localized tenderness. 
A fatal result followed appendicectomy, and autopsy re- 
vealed a diverticulum of the jejunum. 


The condition is probably more common than one 
would infer from the small number of cases found in the 
literature and should be borne in mind when at operation 
a suspected lesion is not discovered or the findings are 
insufficient to account for the abdominal symptoms. 

F. J. TEES 


The Technique of Gall Bladder Surgery in the Presence 
Of Jaundice. Critze, G. W.: Surg., Gynec. and 
Obstet., November, 1921, vol. 33, page 469. 


THE author first points out that the great risk in these 
operations on jaundiced patients is from exhaustion. He 
discusses the physiology and pathology of the liver cells, 
impairment of which brings about a corresponding im- 
pairment of the ‘brain cells and other vital organs. He 
advises the use of nitrous oxide anesthesia, combined 
with local anzsthesia, because nitrous oxide interferes 
the least and only temporarily with internal respiration, 
while with chloroform and ether on account of their lipoid 
solvent effect on the cell structure, the interference with 
internal respiration is prolonged. 

Blood transfusion is employed before and after 
operation because it promotes the oxygenation of the cells. 
Saline infusions are employed before and after operation 
to aid in maintaining the water equilibrium and acid- 
alkali balance. In grave cases, if possible, the operation 
is divided into two stages, the first stage only to relieve 
the biliary obstruction, delaying the ultimate operation 
until the stability of the brain and liver cells has been 
established. 

Hot packs are applied over the entire liver region 
immediately after operation and are continued inter- 
mittently until after convalescence is established, because 
the internal repiration is promoted by heat and depressed 
by cooling of the liver cells. Narcotics, especially mor- 
phia, are contra-indicated both before and after operation, 
because the function of the liver already impaired by 
disease is further depressed by narcotics. 

B. F. McNauGHTON 


Fragilitas Ossium. VAN DER VEER, E. A., aND DICKIN- 
son, A. M.: Ann. Surg., November, 1921, vol. 74, 
page 629. 


THE authors report in detail the case of a boy of 
eleven suffering with this disease as a result of which 
fracture of one or other femur occurred fifteen times. The 
disease is a relatively rare condition and is accompanied 
by blue sclera. The etiology is unknown in the large 
majority of cases. Heredity seems to be a factor in less 
than ten per cent. of the cases. There is no demonstrable 
relationship between it and other bone conditions, such as 
scurvy, tuberculosis, syphilis, osteomalacia, etc. The 
treatment is very unsatisfactory, and offers no hope of a 
cure. A brief bibliography of recent articles is added. 

: F. J. TEEs 


Practitioner, De- 


Orthopedic Surgery. Tussy, A. H.: 
cember, 1921. 


IN the first part of this paper the author discusses the 
well-known views of Putti of Bologna concerning artho- 
plasty, and speaks of the end results seen by him personally 
at Putti’s clinic. 
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The second part deals with the treatment of arthritis 
deformans of the hip. In connection with this distressing 
condition Tubby speaks favourably of the results obtained 
by weight-extension to the affected leg, to diminish friction 
within the hip joint. After a few weeks the patient is 
allowed up on crutches, wearing a Thomas brace to main- 
tain traction. The sound leg is lengthened by a_patten. 
Still later, walking without crutches is permitted, the 
affected leg, however, bearing no weight as this is taken 
by the pelvic ring of the brace. A joint which locks at 
the knee permits the patient to sit with comfort. In 
many cases this form of treatment has been of great 
benefit. J. A. NUTTER 


Non-union or Fracture oi the Lower Third of Tibia. Ext- 
ASON, E. L.: Surg., Gynec. and Obstet., November, 
1921, vol. 33, page 551. 

In non-union of fracture of the tibia a large proportion 
occurs in the lower third. The author discusses the ana- 
tomy of the parts, noting particularly the relations of the 
arterial supply cf the soft tissues overlying the lower third 
of the tibia, as also the nutrient artery supply to the bone. 

He has performed a number of experiments on dogs, 
seeking to prove or disprove the effects of injury to the 
anterior tibial artery in the lower third. Clinically, he 
has observed in a series of cases with non-union: (a) that 
the foot of the affected limb is cooler than that of the nor- 
mal side; (b) that the blood pressure in the dorsalis pedis 
artery is lowered, especially when the limb has been 
elevated for a prolonged period. 

He concludes (a) that non-union is due to a lessening 
of the blood supply to the lower fragment either through 
interference with the nutrient artery or by trauma to the 
anterior tibial artery and its branches; (b) that the injured 
limb should be lowered from the elevated position as early 
as possible because the blood pressure in the terminal 
circulation is less affected in this position; (c) reduction of 
the fracture should be accomplished with the least possible 
trauma because of the danger of injuring the anterior 
tibial artery. B. F. McNauGHTON 


On the Traumatology of the Sesamoid Structures. Buz- 
ARRO, A. H.: Ann. of Surg., December 1921, vol. 74, 
page 783. 


' THE results of anatomical, morphologic, and radio 
logic investigations bearing on the frequency of occurrence 
of the various sesamoid structures are detailed. These are 
divided into supernuinerary bones and sesamcids. With 
the former are included those that have a well-defined 
morphological ancestry, and with the latter the fibrous, 
cartilaginous, or osseous elements seen in the human limbs 
in the neighborhood of the joints, excluding pathological 
findings. Fracture of the sesamoid bones was observed 
much earlier in animals thanin man. Youatt’s case (1866) 
is referred to, where a galloping horse fell, as if shot, due to 
this injury. The first case described in man was by 
Shunke (1901), since when many others have been re- 
ported, the hallux metatarso-phalangeal sesamoids being 
the ones chiefly concerned, and of these the lateral bone in 
nearly every instance. 

The mechanism is discussed. Clinically, there is a 
history of trauma, followed by some local swelling, pain 
and tenderness on walking, pressing the metatarsal head, 
or moving the toe. Diagnosis is aided by x-ray examina- 
tion, bearing in mind the possibility of congenital division, 
the degree of separation of the fragments, the unilaterality 
and the irregularity of the line of division are the most 
important guides. Treatment consists in rest at first, 
plaster, and later massage. The metatarsal bar (Jones) 
is of great value. Removal is advocated by some if the 
symptoms persist. F. J. TEEs 


~~ 
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UROLOGY 


The Action of Various Drugs on the Gonococcus. Swak?tz, 
Ernest O., AND Davis, Davin M.: Jour. of Urology, 
March, 1921, vol. 5, No. 3, page 235. 


____ THE authors have developed a method for testing the 
germicidal activity of drugs against the gonococcus, with 
which they have performed a series of experiments, using 
a number of drugs commonly employed in the prophylaxis 
and treatment of gonorrhcea. 

They have suggested a factor indicating roughly the 
probable usefulness of germicidal drugs. This factor is 
obtained by dividing the concentration in which the drug 
will kill gonococci in twenty minutes, by the concentra- 
tion in which it may be used in the urethra. There is a 
doubt as to the exact relationship between this factor and 
the therapeutic value of the drug. Silver compounds 
have large factors, due to the great concentration in which 
they may be used without irritating. They conclude 
from their experiments in vitro, that silvol, cargentos, 
argyrol and protargol have a definite but not very high 
germicidal value against the gonococcus. Phenol, potas- 
sium permanganate, zinc sulphate and boric acid have too 
little germicidal value against the gonococcus to be useful. 
Potassium mercuric iodide has a very high germicidal value 
against the gonococcus, which, in conjunction with its 
property of not precipitating protein should earn for it 
serious consideration and clinical investigation. It kills 
in vitro at 1-40,000, and may be used in the urethra to 

1-200. Its germicidal activity is inferior only to a few 
new drugs of the mercurochrome series. F. S. Patcu 


Sacral Anesthesia in Urology. ScHo1i., ALBERT J., JR.: 
Jour. of Urology, vol. 6, page 149, August, 1921. 


THE writer points out that a correct administration 
of the anesthesia for any type of case requires a study 
of the sacral foramina, the ligaments, and the pelvic land- 
marks. ‘The structure of the sacrum is especially suited 
to nerve blocking, owing to the fact that all the foramina 
open into the main central canal, and fluid introduced 
through any of the openings will reach most of the sacral 
nerves. 

Technique of sacral injection: The patient is placed 
face downward, with the hips elevated on a pillow. The 
horizontal position permits the most effective effusion of 
the fluid throughout the entire canal and some of the fluid 
escapes through the anterior foramina, and saturates the 
sacral plexus, which is on the anterior surface of the bone. 

The sacral hiatus is palpated and a small intradermal 
wheal of novocain is infiltrated over the opening, through 
which a thin spinal puncture needle is introduced. The 
needle passes through the skin and sacro-coccygeal liga- 
ment at right angles, piercing the ligament about 0.5 cm. 
below the apex of the triangle. The shoulder of the needle 
is then lowered until the shaft is parallel to the sacral canal. 
The needle is gently. insinuated along the canal for a 
distance of 4 cm.. to 5 c.m. About 30 cc. of 2 per cent. 
novocain solution (to which has been added .006 per cent. 
adrenalin and 0,5 per cent. sodium bicarbonate) is injected, 
the needle being slowly withdrawn during the latter part 
of the injection. 

The author considers it possible to enter practically 
any sacral canal, except those showing abnormalities such 
as ossified membranes, extreme curvature of the lower 
sacral segments, very narrow sacral canal or canals ob- 
structed by tumours. The dangers arising are due to 
piercing a sacral nerve, a sacral vein, or entering the dural 
sac. The two latter complications can be avoided by 
withdrawing the stylet, and waiting for the appearance of 
blood or spinal fluid. 











Anesthesia occurs in about four minutes in the ano- 
scrotal region, and radiates from this area, reaching its 
maximum in twenty to twenty-five minutes. It then 
covers laterally 10 cm. to 12 cm. on the inner surface of 
the thighs; posteriorly there is complete relaxation of the 
sphincter and with an area of anesthesia covering the 
sacrum and buttocks; anteriorly the anterior urethra, the 
meatus, internal sphincters and the bladder are the last 
anesthetized. 

In the Mayo Clinic the writer used sacral anesthesia 
‘in one hundred and fifty cases, of which one hundred and 
forty were successful. The failures were due to faulty 
‘technique, and in one case to a malignant growth in the 
sacral canal. This method of anesthesia was very suc- 
cessful in irritable, inflamed, contracted bladders, per- 
mitting distension from 100 cc. to 150 cc. without a ten- 
dency to discharge. The anesthesia was satisfactory for 
cystoscopic examinations, fulguration of bladder tumours, 
the application of radium needles for malignant prostates, 
and lithopaxy with the Bigelow evacuation. The after 
effects were rare, only noted in five cases, such as headache 
and nausea, with slight cyanosis and pain at the site of 
injection. . W.G. HEPBURN 


RADIOLOGY 


A Study of Eighteen Cases of Epithelioma of the Penis. 
ScHREINER, R. F., AND Krkss, C.: Jour. of Radiology, 

October, 1921, vol. 2, No. 9, page 31. 

Ir is stated that cancer of the penis, one of the oldest 
known neoplasms, comprising 1 per cent. to 3 per cent. of 
all cancer cases in the male, can be healed by x-ray, when 
local in character and when recognized early. 

The most common site for epithelioma of the penis is 
on the glans or the prepuce: metastases occur in the in- 
guinal region and in the pelvic nodes. After analysis of 
results in the eighteen cases reported, the following treat- 
ment is advocated: (1) Filtered x-ray treatment of both 
groins; (2) unfiltered x-ray of from two to three times the 
erythema dose on the local lesion. A. S. KirKLAND 


A Symposium of Observations on Radiotherapy. Poyntz. 
L. K.: Jour. of Radiology, October, 1921, vol. 2, page2. 


INTERESTING observations relative to deep x-ray 
therapy, as used in German clinics, are advanced in orderly 
fashion under various headings, viz.: Apparatus, dosage, 
filtration, conditions treated. 

Various clinics are using a variety of machines with a 
similar principle, consisting of two coils with the primaries 
and secondaries in series. The line leads directly from a 
resistance into the primary of one coil, then through an 
interrupter into the primary of the second coil, through 
the balance of the resistance and so completes the circuit 
on the primary side. The secondary windings are con- 
nected in series througha vacuum valve which ‘‘holds up’”’ 
the increasing potential until the pent-up energy bursts 
through at a very high and almost constant voltage. 

These models are built to activate from one to four 
tubes and supply a current of 3 M.A. at 240 Kv., which is 
equal to a 40 cm. gap. Later models have the tube 
enclosed in a grounded lead compartment which is fixed. 
The patient is, therefore, adjusted to the tube rather than 
the tube to the patient. Several ingenious additions to 
this apparatus are described, notably the oscillograph, 
which depicts on a revolving drum the behaviour of the 
tube in action. The tubes in most common use were the 
Mueller Boiling tube and the Coolidge Furstenau tube. 

Several instruments have been devised to estimate 
dosage; the Iontonquintometer impressed the author most 
favourably. By using this instrument: associated with 
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biological tests, the erythema dose, as delivered by a 
certain tube under fixed conditions, has been recorded. 
This tube is now used to standardize all treatment tubes 
at the clinic at Erlangen. 

Aluminum, zinc, copper, gold, celluloid and shoe 
leather are used for filtration. It is claimed that 1 mm. 
of copper is equivalent to 17 to 19 mm. of aluminum. 

Distance from target to skin varies from 23 cm. for 
deep conditions to 70 cm. and 100 cm. for carcinoma of 
the breast. The time of exposure has been greatly in- 
creased, extending at times from six to fifteen hours. These 
long treatments with terrific dosage frequently provoke 
roentgen sickness with nausea and vomiting, which symp- 
toms are combated by hypodermic injection of morphine 
and scopolamin, and thorough ventilation of treatment 
rooms. Associated with vomiting, the patient after such 
a treatment as the ‘‘Roentgen Wertheim” may have 
bloody and mucoid diarrhoea and marked blood changes. 
Blood transfusion is frequently necessary and is a routine 
in asthenic cases. 

As an example in dosage as used in the “Roentgen 
Wertheim” treatment for carcinoma of the uterus, the 
following is interesting: 40 minutes with 3 M.A. of current, 
0.5 mm. of copper and 1 mm. of aluminum at 23 cm. over 
each of 18 areas divided into three seances, at each of 
which six areas are treated, six weeks elapsing between 
each seance. 

Having noted that the canceride dose is estimated at 
110 per cent. of the skin unit dose and that the sarcoma 
dose is 60 per cent. to 70 per cent. of the U.S.D., the 
article touches briefly on x-ray therapy of pulmonary 
tuberculosis and of blood and urzemic conditions. 

A. S. KrrKLAND 


Some Theoretical and Some Practical Aspests of Psycho- 
analysis. Minus, C. K.,M.D., LL.D.,: Arch. Neurol. 
and Psychiatry, December, 1921. 


Mis begins with the question, ‘Is psychanalysis a 
form of mysticism or semi-mysticism?” and claims that 
Jung and other psychanalysts show themselves disciples 
of the occult in their fantastic interpretations in symbolism 
and dreams, and makes much of the divergence of views of 
Freud, Jung, Ernest Jones, and others. He suggests that 
Adler’s special theory of organ inferiority and psychic 
compensation has been developed as a kind of defensive 
reaction against being considered a mystic himself. Mills 
also notes a tendency among psychanalysts to be carried 
away by their sexual and mystical theories and to ignore 
the co-relations which have been established during the 
last fifty years through anatomical, physiological and 
pathological investigations between structural alteration 
and brain function. 

With regard to Kempf’s work on Psychopathology, 

Mills says, one gets the impression that in emotion and 
sexuality the personality is entirely dominated by the 
segmental visceral system, that for Kempf the mind is 
resident in the spino-visceral segments of the nervous 
system. Being a Freudian, Kempf of course lays tre- 
mendotis stress on the sexual element in the analysis of 
cases.”” Again, “like most Freudians he is suggestionally 
fascinated with his views of psychology and psychiatry. 
Sex is glaringly exhibited to him on every psychiatric can- 
vas.” 
Mills ridicules ‘‘the manner in which the psychanalyst 
reads into any subject the ideas which for the time being 
are dominating his personality,” and ‘voluminous ter- 
minology,”’ but most of all the Freudian sexual theory, 
devoting special attention to the Oedipus complex. 

Mills does’ not believe in the “latent dream thought”’ 
theory of Freud, and suggests that it is “‘an invention of 
the analyst to enable him to escap2 from the diffic1 
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in proving his sexual theory.” He considers that the 


method employed in psychanalysis is a stimulus not only 
to the imagination of the patient, but also to fabrication. 

He alludes to the studies of war-neuroses, in which 
the sexual element played an almost negligible role, and 
cites the success of treatment by means of rest and sug- 
gestion as evidence against Freudian and Jungian theories 
of the neuroses and their treatment by psychanalysis. 

Lastly, he considers the evils and dangers of psych- 
analysis, Classing them among those arising from too intense 
concentration on mystic or semi-mystic subjects such as 
spiritism, christian science, divine healing, and the therapy 
of shrines such as St. Anne de Beaupre; concluding with 
the prediction that psychanalysis, especially the Freudian 
or sexual variety, in another generation will have lost its 
hold on the community. 

The article is entertaining to read, but cannot be taken 
seriously, the writer’s criticisms being evidently marred by 
prejudice. A. G. MorPHY 


A Critique of Psychanalysis. Prince, M.: Arch. Neurol. 
and Psychiat., December, 1921. 


IN contrast to Dr. Mills’ argument of ridicule, Dr. 
Prince discusses psychanalysis from a more impartial 
viewpoint. ‘The method of free associations, he says, is of 
unquestionable value for the purpose of digging into the 
mind; and is a distinct addition to our diagnostic tech- 
nique, but it has its limitations and fallacies, and he 
reminds us that errors may attend diagnostic technique 
even in physical conditions. 

Prince finds a logical vicious circle in the assumption 
of various theoretical mechanisms such as conflict, re- 
pression, displacement, compromise and numerous others 
having been “‘ proved by free associations,’ and then used 
to prove as determinants the selected associations in the 
psychanalysis of a given case. - 

In the hands of unbiased and experienced clinicians, 
psychanalysis is capable of giving valuable results, pro- 
vided those results are not dependent on interpretation 
through hypothetical concepts and doctrines of question- 
able nature, 

Two theoretical principles, however, for which we are 
indebted to the genius of Freud, must be accepted as 
contributions of the highest importance to our knowledge, 
namely, repression and conflict. The theory of the sub- 
conscious was not originated by Freud, but dates back 
as far as Leibnitz and Kant. While Janet and others 
worked out the clinical phenomena due to dissociation 
with the formation of subconscious processes, Freud 
discovered and applied the principle and mechanism of 
repression to explain dissociation. Even though we may 
not accept Freud’s doctrine of the repressed sexual wish 
as to the motive force or urge, we must give him the credit 
that the basis of his investigation was the search for 
the ‘“‘why.’’ Prince then discusses the various theories 
of the nature and existence of the unconscious, pointing 
out their fallacies as he sees them, also “‘libido”’ and sym- 
bolisms. 

In conclusion he credits Freud with having compelled 
psychologists to take heed to dynamic and functional 
processes, and although the Freudian doctrine of the 
repressed sexual wish as the universal determinant of the 
psychoneuroses broke down as a result of war experiences, 
psychologists and psychiatrists generally recognize that 
the explanation of the rsychoneuroses is to be found in 
the conflicting instinctive attitudes, strivings, impulses 
and reactions of human personality. A. G. MorPuy 


Artificial Pneumorachis in Treatment of Acute Infections 
of the Meninges. Sharp: Arch. of Neurol. and 
Psychiat., Vol. 6, 669, December, 1921. 
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IN a preliminary report the author discusses the ad- 
vantages of the injection of oxygen or air into the subar- 
achnoid space by means of lumbar puncture, as a thera- 
peutic measure in the treatment of acute infections of the 
meninges. 

_ He shows that in such cases as occur in every epidemic, 
where the spinal fluid is obtained with difficulty, the 
injection of oxygen permits of a freer flow of fluid and when 
repeated is followed by a similar, more abundant evacua- 
tion of the purulent spinal fluid. 

He points out that the effect of this measure may be 
a mechanical one, only, in opening up secluded pockets 
of adhesions and replacing the confined fluid. On the 
other hand the known fact that different gases are absorbed 
at varying intervals of time, suggests that some thera- 
peutic benefit may result from the absorption of the gas 
alone. He cites 12 cases of tuberculous meningitis, of 
which 3 recovered and remained perfectly well for an 
interval of one year or more. 

It is pointed out, however, that in these three ca: s, 
the diagnosis was made on the clinical findings, including 
examination of the spinal fluid (clear fluid, increased 
lymphocyte count, increased glubolin content, increased 
pressure, formation of fibrin pellicle on standing and a 
negative Wassermann reaction) but lacking the positive 
evidence of tubercle bacilli in the fluid. The additional 
evidence of tuberculous foci in other parts of the body 
bears out the diagnosis. It is significant, however, that 
none of the cases showing the presence of tubercle bacilli 
in the spinal fluid recovered , although temporary im- 
provement was noted in some of the cases. 

No il! effects were observed, following the operation. 
The method is applicable to all cases of spinal infection 
where the meninges are involved, and the series of 64 
cases, treated by the.author, includes meningitis of menin- 
gococcic, pneumococcic, streptococcic, typhoidal and 
tuberculous origin, lethargic encephalitis and poliomyelitis. 

The examination of the cranium by x-ray, following 
the injection, shows the presence of gas over the cerebral 
cortex, in the subarachnoid space and cysterna magna, 
evidence that the gas actually reaches the ventricles. 

The technique consists in the ordinary lumbar punc- 
ture, when as much fluid as will flow is allowed to escape. 
The oxygen is then injected by means of a 20 cc.. Luer 
syringe. The syringe is filled by allowing the pressure 
from the oxygen tank to force back the piston and injected 
slowly, using 5 to 10 c.c. of the gas. The removal of the 
syringe allows the gas and fluid to escape in a frothy 
mixture. Reinjection results in additional fluid escaping 
when the syringe is removed. F. H. Mackay 


Vaccine Treatment of Asthma. Wicketr, CARLEY AND 
CoNNELL: Mich. State Med. Soc Jour., August 20, 
1921. 


CONSIDERING bronchial asthma in many cases to be 
the sequel of focal infections, the writers in all cases ex- 
amine carefully the tonsils and accessory sinuses. If any 
local disease is found it is treated by the ordinary method: 
after a vaccine is made from cultures derived from the 
infected area. If no foci are found a vaccine is made 
from the sputum. The vaccines are prepared in the 
strength of 200,000,000 millions of organisms per cubic 
centimeter. Itis well to begin with a small dose and gradu- 
aily increase with each succeeding weekly inoculation. 

A. H. MacCorpick 


Subacute Bacterial Endocarditis. Mayo, Frank D.: 
Edin. Med. Jour., September 27, 1921. 
THE onset is usually insidious, with gradually in- 
creasing debility. It is only when the disease is well 




















established that endocardial lesions are demonstrable. 
There is mild remittent fever with a progressive secondary 
anemia and variable leucocytosis. There may be occa- 
sional joint pains with moderate periarticular swelling. 
The myocardium is little affected, thus the rhythm re- 
mains normal. The most serious consequences are due 
to infected emboli and thrombi, involving the cerebral 
and other arteries. The author warns against con- 
sidering as inconsequential an organic mitral lesion even 
in the presence of a normal myocardium. The isolation 
of the organisms is difficult. The prognosis, if not grave, 
is not encouraging, and the treatment is unsatisfactory. 
A. H. MacCorpick 


The Significance of Biologic Reactions in Syphilis of the 


Central Nervous System. KaLisKI AND STRAUSS: - 


Arch. of Neurol. and Psychiat., January, 1922. 


THIS paper is based on the treatment of more than 
500 cases by all methods of therapy. About 400 cases 
received the Swift-Ellis method of treatment, and some 
have received as many as 40 intraspinal injections. 

The conclusions of the authors are very much against 
the use of intraspinal treatment except in very rare inci- 
dents. They feel that as good or better results can be 
obtained by the intravenous method alone, using moderate 
doses of arsphenamine, given intravenously every 3 to 7 
days, with mercury intramuscularly. This method, they 
claim, is just as efficacious as intraspinal without the 
danger of the latter treatment. G. S. MuNDIE 


The Prognosis of Involution Melancholia. Hocu ANnp 
MacCurpy: Arch. of Neur. and Psychiat., January, 
1922. 

Hocu, before his death, had begun a study of this 
problem. In the present paper, MacCurdy analyzes 
sixty-seven patients suffering from this disease, and com- 
pares his results with that of Dreyfus, whose work ap- 
peared in 1907. It is not necessary to discuss the symp- 
toms and differential diagnosis of this disease. A sum- 
mary of this paper is, however, interesting. It is as 
follows: 

The results in a series of sixty-seven patients (sum- 
marized in Table 4, pp. 18-37) in whom the final outcome 
was determined in all but one case, cause us to conclude 
that patients with involution melancholia recover unless 
they show as dominant symptoms: marked insufficiency 
of affect, peevish or auto-erotic behaviour, or ridiculous 
hypochondriac delusions which usually are concerned with 
the alimentary tract. These prognostically bad symptoms 
may be present for a short phase of the psychosis in women 
at the menopause without their prejudicing the outlook 
for recovery. All patients who eventually recover show 
some improvement within four years after the onset The 
others run a chronic course or die unimproved. 

G. S. MuNDIE 


DERMATOLOGY 


The Application of Cutaneous Sensitization to Diseases of 
the Skin. EncmaAN, M. F., AND WARNER, W. G.: 
Arch, of Derm. and Syph., 1921, vol. 3, page 223. 


Suc skin affections as urtiacaria, eczema, pemphigus, 
dermatitis, herpetiformis and erythema mutiforme are 
dealt with in relation to the cutaneous reactions of 
various proteins both food and bacterial, as well as certain 
pollens. Small incisions one-eighth inch long and about 
one inch apart are made on the forearm, previous cleaning 
of the surface being omitted owing to the tendency of such 
friction on sensitive skins to mask the local reaction. 

A drop of sodium hydroxide (1-10 normal solution) is 
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placed on the incision and a minute quantity of the pro- 
tein to be tested immediately added. The full reaction 
shows itself in from a few minutes to half an hour. Their 
series showed positive results as follows: Urticaria 79 per 
cent., infantile eczema 78 per cent., chronic generalized 
eczema 38 per cent In the other conditions mentioned 
the percentage was negligible. The writers believe the 
tests to be of great value both diagnostically and thera- 
peutically as they found that in such cases where the diet 
could be controlled so as to exclude the offending protein, 
excellent results followed, and that when desensitization 
was possible a diet containing such protein might be re- 
sumed. P. BURNETT 


Ringworm of the Nails. Hopcres, Ropert S.: Arch. 
Dermat. and Syph., July, 1921. 


IT is pointed out that ringworm of the nails (onycho- 
mycosis) is more prevalent than generally recognized. 
The causative fungus is a large spored ectothrix trico- 
phyton, three varieties of which are described. The epi- 
dermophyton which is responsible for tinea cruris and 
other eruptions on the hands and feet does not attack the 
hair or nails. 

He strongly recommends the use of Whitfield’s oint- 
ment in this affection, having found great benefit from a 
personal experience of ringworm of the nails of long years’ 
standing. The ointment consists of: benzoic acid, 4 
parts; salicylic acid, 2 parts; petrolatum, 30 parts. 

H. E. MacDermotr 
The Infective Origin of Anogenital Pruritus. WH£NFIELD, 

J. M.: Arch. of Dermat. and Syph., November, 1921. 

IN a series of 50 cases of this affection, it was found 
that most of the patients had an infection of the skin in 
the affected area, caused either by B. coli or streptococcus 
feecalis, or by both. Treatment by auto vaccine gave 
eurc or relief in 90 per cent. of cases. 

H. E. MacDErmotTT 


Treatment of Psoriasis. SuTTon, R. L.: Arch. of Dermat. 
and Syph., November, 1921. 


HE uses an autogenous colon vaccine, combined with 
a liberal supply of chrysarobin (20 per cent.) with the 
addition of arsenic, internally in the later stages. The 
vaccine is given by starting-with 1-10 c.c. of a suspension 
of 1000 million to the c.c., increasing 20 per cent. every 
second or third day, till a reaction is obtained, and when 
this has subsided the treatment is repeated. The treat- 
ment is only followed in cases where the general condition 
of the patient is good, and the disease is in the quiescent 
stage. H. E. MacDErmMotTtT 


PEDIATRICS 


Exanthem Subitum. VEEDER, B. S., AND HEMFELMANN, 
F. C.; Jour. Amer. Med. Assoc., December 3, 1921. 


UNDER this title an attempt is made to establish a 
previously unrecognized disease of infants. The condi- 
tion is apparently not contagious and chiefly affects chil- 
dren between-the ages of six and eighteen months. The 
essential characteristics are an abrupt onset with high 
fever lasting two or three days. On the fourth day the 
temperature falls to normal by crisis and coincidently a 
rash appears over the trunk, neck and extremities. The 
eruption is maculo-papular, closely resembling that of 
rubella, and fades in one or two days. The post-cervical 
glands are not enlarged, there are no catarrhal symptoms 
and no angina. The blood shews a leucopenia with rela- 
tive lymphocytosis. In no instance was there a second 
case in the family or a second attack in the same child. 
The authors discuss the differential diagnosis from measles, 
scarlet fever, and rubella. H. B. CusHine 
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Convalescent Serum from Measles as Prophylaxis. ZscHau 
Munch Wochenschr., August 19, 1921. 


THE author gives his experience in injecting 37 chil- 
dren who had been exposed to measles with serum collected 
from convalescent patients, in an attempt to prevent the 
development of the disease. 


The serum was collected from children of 3 to 9 years, 
during the second week of convalescence, that is, usually 


between the eleventh and seventeenth day after the appear- 
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ance of the rash. When possible the sera from several 
children were mixed. The usual dose given was about 
10 cc., administered as sodn as possible after exposure to 
infection. He concludes that the immune serum gives 
almost complete protection for three or four weeks. In the 
few cases where measles did develop the attack was very 
slight, with almost no constitutional disturbance. A 
similar method was tried in a few cases exposed to varicella 
with complete failure, no immunity to the disease being 
produced. H. B. CusHinGc 


Hews Ftems 
ONTARIO 


THE official opening of the new Western University 
Medical School Building at London, Ontario, was held on 
November 17th and 18th. The building had been open 
at certain periods during the two preceding days for public 
inspection, when a considerable number of the citizens of 
London took advantage of the opportunity to become more 
familiar with the work which the Western University is 
doing for medical education in Western Ontario. 

On Thursday, November 17th, the opening exercises 
included an address given by the Hon. R. H. Grant, 
Minister of Education for Ontario, and the unveiling of a 
portrait of the late Dr. Hugh A. McCallum, who was for 
some years Dean of the Western University Medical 
School. Mr. Grant congratulated the people of London 
and Western Ontario for the efforts which they had made 
to assist in the erection and equipment of the new building, 
and reiterated his belief in the importance of the work 
which the Western University Medical School has already 
accomplished, and which it is now prepared to do more 
efficiently. These exercises, at which the Hon. W. J. 
Roche, M.D., LL.D., Chancellor of the Western Univer- 
sity, presided, were held in the auditorium of the new 
building, which was well filled with students, citizens of 
London and other friends of the Medical School. 

On Friday, November 18th, Professor A. B. Mac- 
allum, M.A., M.B., Ph.D., Sc.D., LL.D., F.R.S., Professor 
of Biochemistry at McGill University, delivered the 
opening address to the faculty, students and alumni. He 
recalled the early history of the school, with which as a 

’ former citizen of Middlesex County he was thoroughly 
familiar, and spoke in glowing terms of those men whose 
keen interest in their profession had led to the founding 
of the Medical Faculty of the Western University. In 
the latter part of his address Dr. Macallum emphasized 
the importance of the position which research must take 
in the work of the modern medical school, and exhorted 
his hearers to greater activity along the lines of endeavour 
which will add to the efficiency with which the science of 
medicine serves mankind. 

The exercises of the week were brought to a close 
with a reception given by the Board of Governors and 
Faculty of Medicine on Friday evening. 

The new building makes its appeal not by unique or 
elaborate architecture and finish, but by the simplicity 
and efficiency of its arrangement. It is laid out in units 
which are independent as to plumbing, wiring, etc. These 
units are for pathology and bacteriology, histology and 
embryology, library and office, biochemistry, pharma- 
cology, physiology and anatomy. The animal house is 
located on the roof and a well-equipped shop for work in 
both wood and metal is found in the basement, with 9 
full-timed trained shop man in charge. There is a 
gymnasium for students. The teaching laboratories are 
planned for the accommodation of classes of sixty. In 


addition to these laboratories, an office and private 


laboratory is prcvided for each professor, as well as rooms 
for assistants and others engaging in research. 

The new building with its equipment represents an 
outlay of about half a million dollars, and is now ccecupied 
by a well-trained staff whose efforts will be directed not 
only to the proper instruction of medical students but 
aso CO investigations leading to the advancement of 
medica! science in Canada. . 


DurinG January the following meetings were held at 
the Academy of Medicine, Toronto: January 3rd, stated 
meeting—Intestinal Obstruction, by Prof. L. J. Austin of 
Queen’s University (by invitation). January 5th, a joint 
meeting of obstetrics, gynecology and state medicine. 
January 9th, section of opthalmology and oto-laryngology. 
January 10th, section of medicine. January 17th, section 
of surgery. January 19th, section of pediatrics. January 
24th, section of pathology. January 3lst, a special 
meeting was held for the presentation and unveiling 
of the tablet commemorating the service overseas of 
Fellows of the Academy. The splendid portrait of 
Dr. J. A. Temple, painted by Mr. Austin Shaw and 
presented to him by the graduates of Trinity Medical 
College, has been given the Academy by Dr. Temple. 
The formal presentation took place on January 3lst. 


District Number Seven of the Ontario Medical As- 
sociation, comprising the Counties of Frontenac, Lennox 
and Addington, Lanark, Leeds and Grenville, held its 
Annual Meeting in the Clinic Room, Kingston General 
Hospital on Monday, January 9th, 1922, the Counsellor 
of the District, Dr. H. A. Boyce, presiding. The after- 
noon session took the form of a clinic, the following cases 
being presented:—(a) Gout; (b) Molluscum Fibrosum— 
W. T. Connell, M.D., M.R.C.S.;Foreign body in the eye; 
Oesophageal Stricture—J. C. Connell, M.A., M.D.; Ten- 
don and Bone Transplantation—D. E: Mundell, B.A., 
M.D.; (a) Tumour of Pituitary (b) Paranoia—E. Ryan, 
B.A., M.D.; (a) Musculo-Spiral Paralysis (b) Upper Mo- 
tor Neuron Lesion (c) Tumour of Spinal Cord—L. J. 
Austin, F.R.C.S.; Raynaul’s Disease—R. Ferguson, M.D. 
;(a) Leukemia, (b) Luetic Aortitis— Wm. Gibson, M.D., 
; Transposition of Viscera—X Ray Plates—J. F. Sparks, 
B.A., M:D.,; Acute Yellow Atrophy—J. Miller, M.D., 
F.R.C.P., E.,; Congenital Heart—H. E. Day, M.D. An 
informal dinner was served at 7:30 P.M. at the Frontenac 
Club, which was very well attended by the district practi- 
tioners. Following the dinner, short addresses were de- 
livered by Dr. F. J. Farley of Trenton and Dr. T. C. Rout- 
ley of Toronto, President and Secretary, respectively, of 
the Ontario Medical Association. Professor G. Reed, 
Ph.D., of Queen’s University, presented an illustrated ad- 
dress on ‘‘Some recent advances in the study of Filterable 
Viruses.” The program throughout the day was practi- 
cal, instructive and interesting, and the local Society of 














Kingston, under whose auspices the meeting was held, are 
to be congratulated on the splendid manner in which all 
the arrangements were.carried out. 





SPECIAL ACADEMY MEETING 


PROGRAMME for. Thursday, Feb. 23rd, 1922 at 8:30 
P.M. Address by Dr. Frederick H. Baetjer, Associate- 
Professor of Roentgenology, Johns Hopkins University; 
Roentgenologist, Johns Hopkins Hospital: Subject: Radi- 
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ology of Diseases of Bone. During the afternoon of the 
same day at 2:30 P.M., the Ontario Radiological Society 
will hold a meeting to which all Fellows of the Academy 
are invited. The following papers will be given: 1. Clas- 
sification of Pulmonary Tuberculosis from the X-Ray 
Standpoint—by Drs. C. D. Parfitt and D. W. Crombie 
of Calydor Sanitarium. 2. Radiological Diagnosis of 
Genito-urinary Conditions—Dr. L. R. Hess, Hamilton. 
3. Some Interesting Abdominal Conditions in Children— 
Dr. A. H. Rolph; Toronto. 





NOVA SCOTIA 


THE first regular meeting of the Valley Medical Asso- 
ciation for 1922 was held in Bridgetown on Friday, Janu- 
ary 13,1922. The membership of this Association is made 
up of the doctors of Kings, Annapolis and Digby counties. 
The society has had a creditable record and has been of 
great value to the public and to the profession in these 
three counties. In attendance were Dr. IL. R. Morse, 
President, Dr. J. A. Sponagle, Secretary, and the following 
members: Drs G. J. McNally, P. N. Balcolm, W. F. Reid, 
M. E. Armstrong, D. E. A. DeWitt, M. R. Elliott, W. S. 
Phinney, T. H. MacDonald, A. A. Dechman and Stella 
Pearson; also the following 9s visitors: Dr. H. K. Mac- 
Donald, Halifax Medical Society; Dr. A. C. Jost, Public 
Health Department, Halifax, N. S.; Dr. S. L. Walker, 
D.S.C.R., Halifax, N.S.; Dr. D. A. Craig, Massachusetts 
Health Commission, Halifax, N.S. 


Besides routine business, the following papers were 
read and discussed: ‘‘ Diagnosis of conditions regarding 
Tonsilectomy,” Dr. W. S. Phinney, Lawrencetown, N.S.; 
‘The Ethics of Organization,’ Dr. S. L. Walker, Halifax, 
N.S.; “‘ Early Diagnosis of Cancer,” Dr. H. K. MacDonald, 
Halifax, N.S.; ‘‘Important points in the physical examina- 
tion of the Chest,’’ Dr. D. A. Craig, Massachusetts Healt h 
Commission, Halifax, N.S.; ‘‘ Vital Statistics,” Dr. A. C. 
Jost, Provincial Health Inspector. 

The Valley’ Medical Association is affiliated with the 
Nova Scotia Medical Society, and elected at its meeting as 
members of the provincial executive: Dr. W. F. Reid, Digby 


N.S., Dr. H. R. Elliott, Wolfville, N.S., and Dr. J. A. 
Sponagle, Middleton, N.S. The next meeting of the As- 
sociation will be held in Wolfville. 


QUEBEC 


THE annual meeting of the Canadian National Com- _ 


mittee of Mental Hygiene will take place at the Ritz 
Carlton Hotel, Montreal, on February 17, 1922, at 4.30 
p.m. The work of the Committee during the year will 
be reviewed and the results of the surveys made in the 
different provinces will be reported. 

The Committee is peculiarly fortunate in having as a 
patroness of the occasion Her Excellency Lady Byng,, who 
will address the meeting. Her Excellency is greatly inter- 
ested in the purpose which the committee is endeavouring 
to serve, and there is no doubt that the stimulus from her 
presence will add greatly to the interest of the meeting, as 
well to as the progress of the work. Sir Arthur Currie will 
also take part in the programme. 


The committee is to be congratulated upon achieving 
results that are nothing short of marvellous during the 
three years of their existence, and the auspicious opening 
of a fourth year is a source of congratulation to all those 
who have assisted in the meetings. Hitherto the work 
has been carried on almost entirely through the generosity 
of individual citizens throughout the country. In many 
of the provinces, however, the government has realised 
the importance of the work and has given large grants for 
the purpose of establishing psychopathic hospitals and 
schools for those who are mentally deficient. It is hoped 
that in the near future the province of Quebec will also 
come under similar auspices, whereby the programme 
may be considerably extended. 


MANITOBA 


The new officers of the North-Western Manitoba 
Medical Association are as follows: President, Dr. George 
Clingan, M.L.A., Virden; Secretary-treasurer, Dr. M. C. 
O’Brien, Rossburn. Meetings are held once a month 


during the summer and autumn as long as the weather. 


permits and the roads are passable. Although only 
started in 1917, the Association is very active, meeting at 
different points and securing in each place a public lecture 
on some important subject relating to the public health. 





BRITISH COLUMBIA 


THE present and proposed activities of the British 
Columbia Medical Association are most encouraging. 
There is a strong feeling throughout the province that there 
has been too much apathy in the past and there is a keen 
desire on the part of the profession to get together and by 
sincere co-operation and individual effort promote any- 
thing and everything which may be of benefit to the pro- 
fession as a whole. An intensive and extensive membership 


campaign has been particularly successful to date, and it 
it hoped that in the near future the complete unification 
of the profession will be accomplished. A recent tour of 
the president, executive secretary and a member of the 
executive to the Kooteaay and Okanagan centres resulted 
in the organization of a local society at Nelson, and at en- 
thusiastic meetings at Kamloops, Vernon and Penticton 
an unanimous endorsation of the proposed activities was 
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much appreciated by the visiting officers. Many new 
applications for membership were received. In Victoria, 
Vancouver and New Westminster the membership cam- 
paign has been highly satisfactory. 

A committee is at present working on a scheme for 
a “‘public health’? week. Meetings of an educational 
nature will be held in the principal cities and towns 
throughout the province. It is felt that there is a sincere 
desire on the part of the public to know more about the 
prevention of disease than the medical profession has 
vouchsafed them in the past, and that this may be a 
reason for the phenomenal growth of the illegal cults. 
Concerted action by the British Columbia Medical Asso- 
ciation in this direction should be beneficial in regaining 
the confidence of the public. The question of medical 
contracts in this province has been a vexed one ‘for some 
time, and immediate steps are being taken to have these 
put on a more satisfactory basis. Other matters of equal 
importance are in hand, paiticulars of which will be re- 
ported to the Canadian Medical Association Journal as they 
materialize. 

THE regular monthly meeting of the Vancouver Medi- 
cal Association was held on December 12th, when Dr. 
H. C. Steeves of the New Westminster Insane Asylum 
read a paper on ‘‘ The Physician’s Responsibility in Con- 
nection with the Insane and Their Committal to Hospital, 
together with suggestions for the examination of the mental 
patient.”” A clinical meeeting of this society was also held 
during the month. The Vancouver Medica] Association 
inaugurated an Osler lectureship last year, Dr. W. D. 
Keith having the honour of being the first lecturer. On 
January 9th, at a full meeting of the Association, Dr. 
J. M. Pearson gave the second Osler lecture ‘On the value 
of style as exemplified in the writings of Sir William Osler.”’ 


This lecture created a very deep impression, and expres- 
sion of admiration for the exponent. It is to be hoped 
that it will be published in the Journal in the near future. 


THE Fraser Valley Medical Association of British 
Columbia, which embraces the city of New Westminster 
and the lower Fraser valley, was after a number of years of 
inactivity revived and reorganized in September, 1920. 
Since that date it has held regular monthly meetings with 
almost one hundred per cent. attendance. The officers 
of this Association are: Dr. R. E. Walker as president, 
Dr. E. J. Rothwell vice-president, and Dr. G. S. Purvis 
secretary. At the December meeting Dr. A. W. Hunter, 
surgical pathologist of the Vancouver General Hospital, 
presented a paper on ‘‘ The practical value of the labor- 
atory to the general practitioner” which was much ap- 
preciated. . 


Dr. G. A. B. HAL, who has been chief medical referee 
of the Workmen’s Compensation Board for the past five 
years, is severing his connection with that organization 
and will resume private practice in Nanaimo. He was the 
recipient of a presentation by the Board officials and the 
staff of a fully equipped medical bag, and a very warm 
tribute was paid to the valuable services that Dr. Hall 
had rendered in connection with the administration of the 
Workmen’s Compensation Act. 


AT the well-babies’ clinic held under the auspices of 
the South Vancouver branch of the V.O.N., Dr. George 
Lamont, school medical officer, was presented with a gold 
pencil and a gold clinical thermometer case by the mothers 
attending the clinic, as a slight acknowledgment of their 
appreciation of his work during the past year. 





Obituary 


DR. JOHN PARK 


Dr. JoHN Park, of Edmonton, died after a short illness 
on December 24, 1921. Born at Uxbridge, Ont., in 1851, 
he received a high school education in his own town. After 
spending several years as a teacher in the public schools 
he commenced the study of medicine in Trinity Medical 
College, Toronto, from which he graduated in 1883. After 
graduation he spent some years in practice in Ontario, but 
later on moved to the West and settled in Edmonton, in 
which city he soon rose in general esteem and held many 
honourable and important positions. For.many years he 
was a member of the Alberta Medical Council, retiring 
from it on his appointment to the Registrarship of the 
College of Physicians and Surgeons, the duties of which 
he discharged with much success until his death. He also 
served for eleven years as member of the Board of Health, 
during the last two of which he acted as Chairman of the 
Board. For two years he was Medical Representative on 
the Senate of the University of Alberta, and for the first 
four years of its existence was an active member of the 
Medical Council of Canada. A few months ago he 
developed signs of a myocarditis, followed after a short 
interval by embolism, which proved the immediate cause 
of death. Dr. Park was a man of strong personality and 
of the highest integrity of purpose and action. 


DR. J. W. BURNETT 


Dr. J. W. Burnett, of Sussex, N.B., died suddenly 
on the evening of October 16th, while on a short walk 


through the woods in the neighbourhood of Chisholm 
Lake, N.B. His body was found in the woods in a sitting 
posture near a log. He was in his eighty-first year and 
was, with one exception, the senior medical practitioner 
in the province. For many years he conducted the Cottage 
Hospital in Sussex. He wa: widely known throughout 
Canada, and was highly respected by a large circle of 
friends. 


DR. JAMES CARLYLE FYSHE 


Dr. JAMES CARLYLE FysHE died suddenly at Water- 
hole, Alberta, on Deceimber 6th. He was the eldest son 
of Mr. Thomas Fyshe, general manager of the Merchants 
Bank. He spent some years in Siam, where he held the 
post of Assistant Medical Officer of Health at Bangkok. 
Returning to Canada he was appointed superintendent of 
the Montreal General Hospital, but resigned it shortly to 
accept the position of Superintendent of the Civic Hospital 
in Edmonton. He went overseas with the Alberta 
Dragoons, and served in France and in England till the 
close of the war. His wife and one son survive him. 


DR. ALLAN BAINES 


Dr. ALLAN BAINES died in Toronto on the 12th of 
January, after along illness. It is hoped that the Journal 
will be able to reproduce an account of his interesting life 
and activities, as Dr. Baines was one of the last of the o!d 
school teachers, actively engaged in his work up to two 
years ago. 
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Book Reviews 


‘THE EvoLurTion OF DisEasE,’’ with a Discussion of the 
Immune Reactions Occurring in Infectious and Non- 
Infectious Diseases: a Therapy of Immunity, of Ana- 
phylaxis, and of Antianaphylaxis. Pror. J. Dan- 
syz, Institut Pasteur, Paris; translated by Francis 
M. Rackemann, M.D., Massachusetts General Hos- 
pital, Boston, Mass. Philadelphia and New York: 
Lea & Febiger, 1921. 


IN this small book the author has developed his 
theories of the evolution of acute and chronic infectious 
diseases. The work is divided into two parts. In the 
first part are discussed the theories of immunity and the 
investigations which have been stimulated by these 
theories. 

Chapter IT deals with physico-chemical properties and 
transformations which certain organie chemical compounds 
undergo—in vitro and in vivo. Next. the evolution of 
certain infectious diseases is specifically dealt with. Fol- 
lowing this, the mechanism of infection, of immunity and 
anaphylaxis and the influence of the central nervous 
system on immunizing reactions and on anaphylaxis are 
elucidated. Therapeutic measures are discussed in 
Chapter VII. Then follows a statement of principles on 
which are based a classification of infectious diseases. 

Part II consists of a further consideration of the evo- 
lution of theories of immunity, anaphylaxis and antiana- 
phylaxis. In Chapter XI the principles on which the 
author bases his so-called antianaphylactic treatment of 
chronic diseases by entro-antigens is outlined. Wh2ther 
or not one is prepared to accept all the conclusions arrived 
at by the author of this little book, it will be found a very 
stimulating and interesting survey of certain aspects of 
the field of immunity and anaphylaxis. 
® This book should also (as the translator points out) be 
of interest to those who recognize the importance of a com- 
prehension of the principles underlying the study and 
treatment of disease. J. G. F. 


MeEpicaL ELkcTrictiry, ROENTGEN Rays AND RADIuM. 
Tuis is the third edition of a work which is now re- 
garded as a classic work of reference, particularly 
uponthe application of electricity to medical uses. 
The first part of the book is taken up with a very full 

description of electric currents, their physiological effects 

and modes of application and measurement. As a refer- 
ence work this is invaluable, but is rather too full for 
general reading. 

There is a much-needed chapter on Photo therapy, 
giving a very practical exposition of this subject in com- 
pact form. This chapter provides the general reader 
with most of the information he requires upon the su'dject 
while at the same time the special worker may find suffi- 
cient detail to enable him to apply the methods described. 

The remainder of the book is taken up with x-rays 
and radium, these chapters having been brought up to 
date. Much of this matter is now of historic interest, as 
instanced by the colour plates of gas tubes in operation. 
No one now judges the condition of the gas by its colour 
even if he still uses one at all. There is, however, a great 


fund of information which is not equalled by any other 
book in English upon these subjects. The book will still 
find its chief field among those who seek special reading 
upon many of the scientific aspects of these various matters 
G.R 


SuRGIcAL ANATOMY. WILLIAM FRANCIS CAMPBELL, M.D., 
Surgeon-in-Chief at Trinity Hospital, Brooklyn, N.Y.; 
sometime Professor of Anatomy and Professor of 
Surgery, Island College Hospital, Third edition., 
revised; 681 pages, with 325 original illustrations. 
W. B. Saunders Company, 1921, Philadelphia and 
Iondon. Cloth, $6.50 net. Canadian agents, the 
J. F. Hartz Co., Limited, Toronto, Ont. 

IN this volume the author undertakes to present 
those facts of anatomy which are of practical utility in 
surgical work, and to estimate their clinical value. It 
may be stated that he has succeeded admirably and has 
produced a very readable book, a survey of which brings 
back to one’s mind many points of importance. 

At the same time one cannot but wonder as to the real 
value of works of this kind to the practical surgeon. It is 
obvious that enough anatomy cannot be described to form 
a solid foundation, and when surgical conclusions are 
based on a cursory consideration of the anatomic facts 
alone one is liable to be led into error. For instance, in 
speaking of tracheotomy the author says that it may be 
done ‘either above the isthmus of the thyroid—high 
tracheotomy—or below the isthmus—low tracheotomy— 
and that the former is to be preferred bacause of its sim- 
plicity.”” This teaching would certainly not be accept- 
able to Chevalier Jackson. Again in speaking of the 
perineal route for access to the prostate, he says: ‘‘ The 
manifest advantages of this route in the accessibility of 
the prostate, the avoidance of an extensive wound of the 
floor of the bladder, render it the route of choice.’’ Not- 
withstanding which Dr. Hugh Young of Baltimore is 
almost the only surgeon on this continent who does not 
advocate the supra-pubic route. 

The book is well written, containing little or no pad- 
ding, is well illustrated and well printed, and except for- 
the inherent weakness noted above should prove of great 
value as an aid in mastering the essentials of practical 
anatomy. E.R. S. 


DISEASES OF CHILDREN.: SHEFFIELD, HERMAN B., M.D., 
formerly Instructor in Diseases of Children, New York 
Post-Graduate Medical School and Hospital, and 

' Medical Director Beth David Hospital; Consulting 

Physician to the Jewish Home for Convalescents and 

the East Side Clinic for Children. 779 pages, 238 illus- 

trations and 9 colour plates. C.V. Mosby Company, 

St. Louis, 1921. 

ONE can but regret that the writer’s large experience . 
should not have produced a better book. The ideas ex- 
pressed are too frequently vague, the descriptions verbose . 
and the arrangement and style poor. For these reasons 
the book is difficult to read. The illustrations are fairly - 
well chosen and many are of value. A. B.. 
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